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WHEEL STRETCHER 


We are introducing our completely new wheel stretcher 
for use in the intensive care section of your hospital. Now 
with the increased emphasis on intensive care for the 
critically ill post operative patient, Hausted is proud to 
present this new unit which will set standards in in- 
tensive care and recovery room services. 
Our complete line of accessories combine with the mo- 
bility of this stretcher, makes it today’s most versatile 
unit for intensive care. The patient, in need of profes- 
sional services, may be easily wheeled to any section 
of the hospital, treated and returned without being 
transferred. 

ABEG = This stretcher with its extra wide top (30” of usable 
space) and its extra thick 4”airfoam pad gives complete 
comfort to the patient who must remain on the unit for 
an unusually long time. 

You are invited to try our new intensive care wheel 
stretcher at no cost or obligation. ‘ 
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TRAVENOL LABORATORIES, INC. 


scOmpressant’” 


(LYOPHILIZED UREA AND TRAVERT®) 


FOR INTRACRANIAL EMERGENCIES 


Striking benefits from a new parenteral application of a well-known compound are 
now possible in many intracranial conditions. Clinically developed during the past 3 
years, Urevert shows a marked decompressant activity previously unexplored and ap- 
parently distinct from the diuretic effect of urea. Its action is safe and frequently 
life-saving. 

The decompression achieved by Urevert and the reduction of brain volume permit 
improved intracranial observation, manipulation and surgical correction in many 
conditions where such procedures were formerly regarded as contraindicated or tech- 
nically impractical. Postoperatively, its use is more expedient than ventricular punc- 
ture or drainage. 


Space does not permi 
P P . By selective intracranial d Pp ion Urevert 
an adequate discussion has been observed to: 
of the use of Urevert. * improve many prognoses brain tumors 
For complete infor- * reduce severe headache in acute glaucoma 
mation write to Medical . enlarge the operative field conditions cerebral edema 
* minimize brain damage such CNS infections 
Department, Travenol * shorten surgical intervention one head injuries 
Laboratories, Inc., * facilitate recovery hypophysectomy 
Morton Grove, Illinois. shorten hospitalization trigeminal rhizotomy 


, pharmaceutical products division of 
Morton Grove, Illinois BAXTER LABORATORIES. INC. 
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PERSONALITY OF THE MONTH 


REATLY interested in human relations, Albert 

L. Boulenger, president, Indiana Hospital Asso- 
ciation finds much pleasure and a deep sense of satis- 
faction in helping employees attain full potential in 
their respective fields of endeavor. 


As administrator of Good Samaritan Hospital, Vin- 
cennes, Ind., Mr. Boulenger puts his beliefs into 
action. His hospital is presently discontinuing its 
diploma-type nursing education program in favor 
of affiliating with Vincennes University in a program 
offering an Associate Arts degree. It is the first such 
program to be developed in Indiana. 


Mr. Boulenger was born in Maumee, Ohio, and 
graduated from Bowling Green (Ohio) State Univer- 
sity in 1949. In 1953, he received a M.S. degree from 
the Washington University (St. Louis, Mo.) program 
in hospital administration, and in 1958 he returned 
as a visiting lecturer in the same program. 


He began his hospital career as administrative resi- 
dent, 1952-53, and assistant administrator, 1953-54, at 
the University Hospital, University of Alabama, Bir- 
mingham. He was appointed administrator at Good 
Samaritan in 1954. 


A great believer in the importance of hospital 
organizations, Mr. Boulenger has been a member 
since 1954 of the Indiana Hospital Association, the 
Indiana County Hospital Section of the IHA, and 
the Evansville Area Hospital Council. He served as 
president of the last two groups in 1957. In 1958, he 
became a member of the American College of Hos- 
pital Administrators. 


He has also served on numerous committees for 
the IHA, the AHA, the Indiana State Board of 
Health and State Department of Public Welfare, 
and various Blue Cross committees. 


Mr. Boulenger is married and the father of two 
daughters, Joy, 2, and Suzanne, 4. Interested in civic 
activities, he enjoys membership in Rotary Interna- 
tional, the Elks, Vincennes Chamber of Commerce, 
and the Masonic Lodge. 
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sure she slee 


SECONAL SODIUM insures needed rest... 


When a physician feels that his patient must have rest, Seconal Sodium 
often provides the welcome solution. It is both the fastest and the shortest- 
acting oral barbiturate he can prescribe. Whether the problem is simple 
insomnia or anxiety over a surgical ordeal soon to come, Seconal Sodium 
induces the sound sleep he wants his patient to have. The usual hypnotic 
adult dose is 1 1/2 grains. 

Seconal Sodium is available in 1/2, 3/4, and 1 1/2-grain Pulvules®. It is 


also supplied as ampoules, powder, suppositories, and Enseals® and as 
Elixir Seconal®. 


Seconal® Sodium (secobarbital sodium, Lilly) 
Enseals® (timed disintegrating tablets, Lilly) 
Seconal® (secobarbital, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


922004 
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Man May Have Ability 
To Regrow Arms, Legs 


Some day man may be able to re- 
grow a lost arm or leg, according 
to Marcus Singer, M.D., Cornell 
University scientist. 

He based his theory on studies 
in which he caused a young adult 
frog to regenerate a new arm, al- 
though ordinarily it cannot. 

Regeneration of tissues, like skin, 
muscle, and bone, occurs readily 
in higher life forms, but only some 
internal organs such as the liver 
can regenerate. 

In life forms where regeneration 
of limbs does occur, the nerve 
controls the growth in large part. 
When Dr. Singer rerouted certain 
nerves from the leg of a young 
frog to the stump of the arm, the 
frog regrew its arm. These results 
and others, said Dr. Singer, indi- 
cate that the nerves produce a sub- 
stance important for growth. 


Time Turned Upside Down 
By Fast Jet Flights 


Six-hour jet flights between the 
United States and Europe com- 
pletely upset the traveler's day- 
night cycle, landing him in New 
York at 3 p.m. when it is 9 p.m. 
in Europe. His appetite is thrown 
out of kilter. He is very sleepy 
and may doze off, awakening at 
3 am. 

Because of this upset, the trav- 
eler may arrive at his destination 
psychologically unprepared, be- 
lieves Hubertus Strughold, Ph.D. 
He recommends that a_business- 
man with an important appoint- 
ment arrive a few days early. 

The upset day-night cycle also 
has an effect on the practice of 
medicine, Dr. Strughold notes. Body 
temperature normally reaches a 
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The U. S. Atomic Energy Commission has volunteered financial assistance to colleges and 


universities for 


The News Magazine for the Hospital Staff 


t for training in radioisotope principles and technology. 


Among the types of equipment eligible for aid is an inexpensive, complete laboratory for 
training in analytical and industrial process applications of radioactive isotopes. The laboratory 
includes, from left: radioactivity absorber set, lead shield containing sample counting slots and 
sensitive Geiger-Mueller counter, scaler and interval timer, and radioactivity sample preparation 
equipment, radioactive sources and standards set. Developed by Nuclear. Chicago Corp. 


high around 5 p.m. But if a man 
had just flown to New York from 
Paris, his physician could find an 
unusual temperature at 1] a.m. 
New York time—when it might 
not be unusual at all had the pa- 
tient not changed his time zone! 


Mona Lisa Smile 
Placidly Pregnant 
Mona Lisa’s famous smile in Leo- 
nardo da Vinci's painting is sim- 
ply the expression of her pregnant 
state, believes Kenneth D. Keele, 


‘M.D., Yale School of Medicine. 


The physician suggests that the 
portrait represents da Vinci’s idea 
of the creation of man and of the 
world, or in other words, Genesis. 


He pointed to recent evidence 
proving that da Vinci was deeply 


interested in anatomical studies of 
pregnancy during the period he 
painted Mona Lisa. 


Hula Hooping Helps 
Build Up Feet, Legs 


In an era of little walking, the 
hula hoop comes as a welcome and 
needed sport for young Americans, 
reports Irving Yale, M.D., podi- 
atrist. 

Body mechanics have been lim- 
ited in today’s sedentary environ- 
ment. Now comes this craze which 
not only stimulates body functions 
but creates an awareness of the 
little used muscles and joints of 
the body, said Dr. Yale. 


Specialized technics result in the 


hoop revolving about the neck, 
(Continued on page 83) 


(i 
S ing the News | 
=) 7 


Its Unfailing Dependability 
Inspires the Utmost Confidence 


Contributing to patient confidence is an import- 
ant function of physician, nurses and staff. Fine 
equipment plays its part, too — such as the Gomco 
No. 765-A Thermotic® Drainage Pump perform- 
ing gastric lavage. 


This economical Gomco stand-mounted unit is 
entirely automatic. Easily set up, it operates with 
quiet, gentle, intermittent action to deliver un- 
varying suction for all mild drainage. It is ideal 
for duodenal or fistula drainage, drainage follow- 
ing prostatectomy, abdominal decompression, 
gastric lavage, blood procurement. The non- 
mechanical, positive-action pump can be operated 


Gomco No. 765-A continuously without attention or lessening of 


Thermetic® Drainage = drainage effectiveness. Suction system permits set- 
Pump . tings at 90 mm. or 120 mm. of mercury. 
The Gomco Aerovent® valve provides automatic 
“> overflow protection. Pump damage from flooding 
4 YL is prevented; operation is restored in seconds 
SS @ by emptying the suction bottle. 


Investigate the many exclusive advantages of this 
and other Gomco equipment. A phone call to 
your Gomco dealer will arrange a demonstration 
at your convenience. 


GOMCO SURGICAL MANUFACTURING CORP. 


828-H E. Ferry St., Buffalo 11, N. Y. 


Distributed Outside the U.S. A. and Canada by: INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N.Y. 
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ACTION ON FORAND BILL AWAITS 

HEW REPORT ON NEEDS OF AGING 
Prediction of early passage of Forand 
pill or some comparable medical plan has 
peen made by Charles L. Schottland, 
former commissioner of social security, 
in address before Physicians’ Forum in 
jew York City. 

House ways and means committee, which 
nas Charge of bill, is waiting for 
Department of HEW to submit report on 
health needs of aging. Meanwhile, 
detailed report filed by AMA with that 
Mj Ecommittee states that there has been 
considerable progress in last three 
nnths in provision of better health 
insurance for the over-65 group and 
reduction of fees for their medical 
care. 


HILL-BURTON CHANGES 

SUGGESTED AT CONFERENCE 

Several proposed amendments to Hill- 
burton Act were recommended at recent 
conference of state health departments, 
state hospital construction authorities, 
and representatives of PHS regional 
offices. Proposals call for: 

(1) Allowing larger federal grants 
for refresher training for hospital 
personnel, recruiting drives, and other 
projects to improve patient-care serv- 
ices; (2) authorizing ample financial 
aid to states for administering Hill- 
Burton expansion, and (3) extending 
grant eligibility to nonprofit mental 
health centers. 

Also recommended were maximum 
appropriations to help finance hospital 
modernization and improvement in urban 
areas; Hill-Burton grants to state 
health departments for construction of 
administrative facilities, and continued 
study of progressive patient care 
by PHS. 


PRESIDENT APPROVES VA CARE 
OF NON-SERVICE-CONNECTED CASES 
President Eisenhower in letter to VA 
administrator Sumner G. Whittier, has 
given approval to continuing the pro- 
Vision of care in VA hospitals for 
veterans with non-service-connected 
ailments. 

President also indorsed Whittier's 
Tecommendation that VA hospital system 
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be pegged at a capacity of 125,000 beds. 
Average daily patient load in January 
was 115,195, of whom two-thirds were 
non-service-connected cases. 


AFL-CIO SPONSORS CONFERENCE 

ON HEALTH AND SAFETY 
Representatives of more than 50 interna 
tional unions attended the AFL-C10- 
sponsored conference on occupational 
health and safety, held in Washington 
in March. 

Purpose of meeting--first of its 
kind--was to achieve a united front 
among unions in dealing with management 
on this subject. Principal concern was 
with mechanisms for raising health and 
safety standards--such as education and 
formation of committees--rather than 
nature of hazards themselves. 


NEW HEALTH LEGISLATION INTRODUCED 
New bills introduced in Congress 
include: 

--HR 5635, filed by Rep. Harley O. 
Staggers (D., W. Va.), to provide con- 
struction and operational subsidies for 
collegiate nursing schools, and also 
student scholarships. Identical bills 
are backed by Reps. Edith Green (D., 
Ore.) and Jeffery Cohelan (D., Calif.) 
and Sen. Hubert H. Humphrey (D., Minn.). 

--HR 5402, sponsored by Rep. A. S. 
Herlong, Jr. (D., Fla.), to authorize an 
additional $15 million in Hill-Burton 
grants annually to help finance new 
nonprofit hospitals in areas in which 
there has been extraordinary population 
growth as result of federal activity. | 


BRIEF BRIEFS 
New assistant chief medical director of 
VA in charge of planning is Irvin J. 

Cohen, M.D. He succeeds William W. 

Fellows, M.D., who is retiring. ..Approx- 
imately 2,000 U.S. institutions are now 
licensed for use of radioisotopes for 

medical purposes, AHA reported in state- 

ment filed in recent congressional 
subcommittee hearings on employee 

radiation hazards and workmen's com- 
pensation. 
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Calendar of Meetings 


APRIL 


1- 3. Mid-West Hospital Association, Munici- 
pal Auditorium, Kansas City, Mo. 


1- 4 Western Conference on Anesthesiology, 
Westward Ho Hotel, Phoenix, Ariz. 


5- 9 American College of Obstetricians and 
Gynecologists, Traymore Hotel, Atlantic 
City, N. J. 


6- 8 American Radium Society, The Home- 
stead, Hot Springs, Va. 


6- 9 American Academy of General Prac- 
tice, San Francisco 


6- 9 American College of Surgeons, Sec- 
tional Meeting for Surgeons and 
Nurses, The Queen Elizabeth Hotel, 
Montreal, Canada. 


6- 9 Ohio Hospital Association, Veterans Ad- 
ministration Auditorium, Columbus 


8-10 Southeastern Hospital Conference, At- 
lanta-Biltmore Hotel, Atlanta, Ga. 


10-11 New Mexico Hospital Association, Hil- 
ton Hotel, Albuquerque 


13-15 American Academy of Pediatrics (spring 
session), Sheraton Palace Hotel, San 
Francisco 


spare 


your patients 


the added 


distress of 


SORES 


(DECUBITUS ULCERS) 


OINTMENT 


UNSURPASSED PROTECTIVE 
AND HEALING AGENT 


x Soothing, lubricant, anti-irritant 


for SAMPLES of Desitin Ointment— write 
DESITIN CHEMICAL COMPANY - 812 Branch Avenue, Providence 4, R.I. 


Desitin Ointment works hand 
in hand with good medical and 
nursing care to keep the skin 
soft, supple, more resistant 
to bed sores. One application 
protects the skin for hours. 


13-17. AHA Institute, Workshop on Team Nur: 
ing, AHA Headquarters, Chicago 


13-17 American Society of Pharmacology anq 
Experimental Therapeutics, Atlanti; 
City, N. J. 


13-17 AHA Institute, Hospital Engineering, 
Lord Baltimore Hotel, Baltimore, Mg, 


15-17 American Surgical Association, Fair. 
mont Hotel, San Francisco 


15-17 Texas Dietetic Association, Rice Hotel, 
Houston 


16-17 Carolinas-Virginias Hospital Conference, 
Hotel R ke, R ke, Va. 


17-19 Eastern Surgical Trade Exposition, New 
York Trade Show Building, New York 
City 

20-23 AHA Institute, Evening and Night Nurs. 


ing Administration, Lafayette Hotel, 
Buffalo, N. Y. 


20-23 Congress of International Anesthesic 
Research Society, Miami Beach, Fla. 


20-23 South Dakota Hospital Association, Hu- 
ron 


20-24 American College of Physicians, Con. 
rad Hilton Hotel, Chicago 


23-24 Pennsylvania Dietetic Association, an: 
nual convention, Reading 


23-24 lowa Hospital Association, Savery Ho- 
tel, Des Moines 


23-25 American Association of Pathologists 
and Bacteriologists, Somerset Hotel, 
Boston 


23-25 National Assocation of Institutional 
Laundry Managers, Mayo Hotel, Tulsa, 
Okla. 


25-30 Scientific Apparatus Makers Associo- 
tion, The Greenbrier, White Sulphur 
Springs, W. Va. 


27-29 Aero Medical Association, Hotel Statler, 


los Angeles 


27-29 Tri-State Hospital Assembly, Palmer 
House, Chicago 


27-May 1 National Association for Practicol 
Nurse Education, Netherland Hilton 
Hotel, Cincinnati, O. 


28-May 1 AHA Institute, Occupational Thero- 
pists, Roosevelt Hotel, Waco, Tex. 


30-May 1 Eastern States Health Education 
Conference, New York Academy of 
Medicine, New York City 


30-May 2 Student American Medical Associo- 
tion, Morrison Hotel, Chicago 


MAY 


3- 4 American Society for Clinical Investi- 
gation, Haddon Hall, Atlantic City, NJ. 


(Continued on page 12) 
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PICS 


APPLETON explosion-proof equipment 
gives you positive, up-to-date protection 
against explosion and fire hazards! 


(U.L. approved for all hazardous areas in Class 1, Groups C and D) 


The specialized talent of APPLETON’S engineering depart- 
ment backed by practical experience gained in years of 
analyzing hospital explosion-proof requirements make 
APPLETON explosion-proof equipment your finest buy... 
your safest buy. There has grown around the APPLETON 
name, a considerable reputation in the hospital and architec- 
tural field for installations which require the barest minimum 
of maintenance. This factor is extremely important in that it 
assures you a lifetime of trouble-free operation and enables 
you to expand your initial purchasing estimates to include 
everything you need. Consult your electrical contractor for a 
safety check on your explosion-proof needs, and remember to 
specify APPLETON .. . the quality name in explosion-proof 
equipment. 
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X-ray film illuminators for 
hazardous or non-hazardous 
locations. 


Explosion-Proof Vented Clock 


Two-gang Pilot Lights. 
Available in single gang and 
in combination with switch. 


Two gang Switch Unilet. 
Single gang model also 
available. 


Portable Current Tap with 
feed-in plug. 


rN Sold Through Franchised Distributors Only 
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APPLETON ELECTRIC COMPANY 171. Ave.- Chicago 13, | 


CALENDAR OF MEETINGS 10-15 
(Continued from page 10) 
' MAY 11-13 
re 4- 7 Association of Western Hospitals, Hotel 
Utah, Salt Lake City 
> , 4- 8 AHA Institute, Dietary Department Ad- 11-14 
= ministration, Pick-Roosevelt Hotel, Pitts- 
burgh 
11-15 
5- 6 Association of American Physicians, 
Haddon Hall, Atlantic City, N. J 
6- 8 American Pediatric Society, The Inn, 13-15 
Buck Hill Falls, Pa. 
7- 8 Tennessee Hospital Association, Andrew 14 


Jackson Hotel, Nashville 


Society of American 
Sheraton-Jefferson Hotel, 


Bacteriologists, 
St. Louis 


Canadian Hospital Association, Queen 
Elizabeth Hotel, Montreal, Que., Cun- 
ada 


Texas Hospital Association, Shamrock- 
Hilton Hotel, Houston 


National League for Nursing, Philadel- 
phia 


Upper Midwest Hospital 
St. Paul Auditorium, St. 


Conference, 
Paul, Minn. 


Massachusetts Hospital 
Hotel Statler, Boston 


Association, 


Precision Made... 


BROWN-TYPE 


NO. 499 
List price, $11 
for package of 
six blades. 


Superior Cutting... 
Longer Lasting... 


Now... 


. Brown-Type Dermatome Blades for skin grafting, 
already famed for their superior cutting and longer life, are 
manufactured by Orthopedic Equipment Company. 
blade is made to such close tolerance, and is so accurate, 
that doctors say they find it absolutely necessary to set the 
Dermatome to the exact thickness they desire the skin graft. 
Doctors also report that 50% more skin grafts are obtain- 
able from this precision blade. 


six per box, each blade in a separate heat-sealed bag. 


Available only through qualified surgical supply 


dealers. Order today! 


Othepedtie 


SPLINTS - FRACTURE EQUIPMENT + SMe INTERNAL BONE APPLIANCES + BONE INSTRUMENTS 


PLANTS IN GREAT BRITAIN AND GERMANY 


EQUIPMENT CO. 


INDIANA 


This 


Dermatomes are packaged 


15-18 


18-19 


18-21 


20 


20-22 


20-22 


20-22 


24-29 


25-27 


25-27 


25-29 


26-29 


28-30 


International Congress of Internationg 
College of Surgeons, Rome, !taly 


Arkansas Hospital Association, Arling. 
ton Hotel, Hot Springs 


AHA Institute, Hospital Dental Service, 
Sheraton Palace Hotel, San Francises 


New Jersey Hospital Association, Cop. 
vention Hall, Atlantic City, N. J. 


Hospital Association of Pennsylvanio 
Convention Hall, Atlantic City, N. J, 


Hospital Association of New York State, 
Convention Hall, Atlantic City, N. ) 


Middle Atlantic 
Convention Hall, 


Hospital Assembly, 
Atlantic City, N. J, 


National Tuberculosis Association, Pal. 
mer House, Chicago 


American Gynecological Society, The 
Homestead, Hot Springs, Va. 


AHA Institute, Hospital Law, Somerset 
Hotel, Boston 


AHA Institute, Nursing Service Adminis. 
tration, Pick Carter Hotel, Cleveland 


American College of Cardiology, Ben- 
jamin Franklin Hotel, Philadelphia 


American Ophthalmological Society, 
The Homestead, Hot Springs, Va. 


AHA Advanced Institute for Medical 
Record Librarians, AHA Headquarters, 
Chicago 

Samoset 


Maine Hospital Association, 


Hotel, Rockland 


American Dermatological Association, 
Claridge Hotel, Atlantic City, N. J. 


Catholic Hospital Association, Kiel Av: 
ditorium, St. Louis 


International Hospital Congress, Edin- 
burgh, Scotland 


American Geriatrics Society, Hotel 


Traymore, Atlantic City, N. J. 


American Medical Women Association, 
Hotel Leamington, Minneapolis 


American Gastroenterological Associo 
tion, Claridge Hotel, Atlantic City, N.J. 


American Diabetes Association, Chol : 
fonte-Haddon Hail, Atlantic City, N. J. reop 
AHA Institute, Administrators’ Secre- t0rag 
taries, AHA Headquarters, Chicago “ephirat 
(Continued on page 14) 
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antibiotic resistant STAPHy.ococci are killed by 


ZEPH IR ANY in seconds 


USE “EPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 


preparation e Scrub-up e Surgical dressings Wound irrigation e Sterile 
Sece §S0rag of instruments e Furniture, wall, and general sickroom disinfection « Laundry 
lephiran hloride, brand of benzalkonium chloride refined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, N.Y. 
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CALENDAR OF MEETINGS 
(Continued from page 12) 


8-12 American Medical Association, Conven- 
tion Hall, Atlantic City, N. J. 


10 Connecticut Hospital Association 


10-12 North Carolina Hospital Association, 
Mayview Manor, Blowing Rock 


15-17 American Neurological Association, 
Claridge Hotel, Atlantic City, N. J. 


15-19 AHA Institute, Hospital Pharmacy, Uni- 
versity of Utah Union, Salt Lake City 


15-19 Medical Library Association, King Ed- 
ward-Sheraton Hotel, Toronto, Ont., 
Canada 


16-18 American Orthopedic Association, Lake 
Placid Club, Lake Placid, N. Y. 


18-19 New Hampshire Hospital Association, 
Mountain View House, Whitefield 


18-20 Health Physics Society, Gatlinburg, 
Tenn. 


21-23 Michigan Hospital Association, Shera- 
ton-Cadillac Hotel, Detroit 


JULY 


4- 9 American Society of X-Ray Technicians, 
Shirley Savoy Hotel, Denver, Colo. 


13-17 AHA Institute, Hospital Purchasing, Kel- 
logg Center, Michigan State University, 
East Lansing 


13-17 AHA Institute, Workshop on Team Nurs- 
ing, Chicago 


for many of your patients 
extra nourishment is a basic need 


From pediatrics to geriatrics Ovaltine 
provides a rich source of the vitamins, 
minerals and other essential food elements 
required for the maintenance of a good 
nutritional state. 


Ovaltine is a nourishing, well-tolerated 
beverage combining natural blandness 
with good taste. It produces a soothing and 
relaxing effect for the tense and nervous 
patient, particularly when taken at bedtime. 


It is ideal where stimulating beverages 
should be avoided . . . ideal as nutritional 
fortification for patients on bland diets. . . 


O V al t ] nN e for extra nourishment 


The Wander Company, Villa Park, Ill. 


and also to help maintain a satisfactory 
nutritional level during physiologic stress. 


Three servings of Ovaltine and milk provide: 


12 Vitamins 13 Minerals 

*Vitamin A UU. including Calcium,* 

*Vitamin D Phosphorus and Iron.* 

*Ascorbic acid ‘ CARBOHYDRATE... 65 Gm. 

*Thiamine........ . *PROTEIN......... 32 Gm. 

*Riboflavin FAT... 30 Gm. 
Pyridoxine *Nutrients for which daily die- 
Vitamin B,....... 5.0 meg. tary allowances are recom 

Om 


mended by the National 
Research Council. 
A jar of Ovaltine will be 
sent for your personal use 
on request, 


Pantothenic acid. 30 me. 


16-24 Canadian Medical 
burgh, Scotland 


Association, Edin. 

19-25 International Congress of Pediatries 
Montreal, Que., Canada 

23-29 International Congress of Radiology, 


Munich, Germany 


AUGUST 


3- 7 AHA Institute, Hospital Pharmacy, Uni. 
versity of Chicago 


5-15 Second Annual Health Exposition, The 
Coliseum, New York City 


10-13 National Medical Association, Detroit 


16-21 American Society of Hospital Pharme. 
cists, Cincinnati 


23-26 American College of Hospital Admin. 
istrators, New York City 


24-27 American Hospital Association, The 
Coliseum, New York City 


30-September 4 Second World Conference on 


Medical Education, Palmer House, Chi- 
cago 


SEPTEMBER 


6-12 World Congress for Physical Therapy, 
Paris, France 


10-12 American Association of Obstetricians 


and Gynecologists, The Homestead, Hot 
Springs, Va. 


International College of Surgeons, 
North American Federation, Chicago 


American Roentgen Ray Society, Cin- 
cinnati, O. 


Annual Instrument-Automation Confer 
ence and Exhibit, International Amphi- 
theatre, Chicago 


OCTOBER 


5- 8 American Academy of Pediatrics, Pal- 
mer House, Chicago 


6- 9 American Nursing Home, Morrison Ho- 
tel, Chicago 


7- 9 Mississippi Hospital Association, Hotel 
Buena Vista, Biloxi 


8- 9 Colorado Hospital Association, Antler’s 
Hotel, Colorado Springs 


8- 9 Arizona Hospital Association, Monte 
Vista Hotel, Flagstaff 


12-15 American Association of Medical Rec 
ord Librarians, Annual Meeting, Rad- 
isson Hotel, Minneapolis 


21-22 Washington State Hospital Association, 
Chinook Hotel, Yakima 


Maryland-District of Columbia-Delaware 
Hospital Association, Hotel Shoreham, 
Washington, D. C. 


26-28 National Rehabilitation Association, 
Boston 
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OCLIC 
° ORDER IOCLIDE NOW FROM YOUR DEALER. Available in | 
gallon containers. Directions for use accompany all packages. 


Busy, teeming Hong Kong 
knows and uses Pentothal 


A quarter-of-a-century of continuous, world- 
wide use has made Pentothal synonymous 
with intravenous anesthesia. Nearly every 
known surgical procedure is covered by the 
more than 3000 published reports on Pento- 
thal. This, along with its unsurpassed safety 
and versatility of use, continue to make Pent- 


othal an international agent of 
choice in intravenous anesthesia. bbott 


PENTOTHAL Sodium 


(Thiopental Sodium for Injection, Abbott) 


Unmistakably the world’s 
most widely used and studied 


intravenous anesthetic 


For a reprint suitable for framing of Dong Kingman's water 
color of Hong Kong (opposite page), write to: Professional 
Services, Abbott Laboratories, North Chicago, Illinois. 904077 
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In making parenteral solutions, 
Abbott lives with a disquieting 
philosophy: Reasonable safeguards 
arent good enough. 

_For example, you might think 
that after all the filtering, autoclav- 
ing, potency-purity testing, pyro- 
gen checking, and sterility testing, 
our solutions would be ready to 
ship. Not so. Abbott inspectors will 


first examine every ampoule, vial, 
and Abbo-Liter—individually. 

Each safeguard is just one more 
step toward the goal of more reli- 
able therapy. Why not take the next 
step yourself, and talk to your 
Abbott man? 


Abbott Parenterals 


SOLUTIONS AND EQUIPMENT 


Daniel Boone exploring 
the Wilderness Road 

to open up Kentucky, is 
painted by Barrie 
McDowell. A large 
reprint of this symbol 
of reliability in action 
is available on heavy 
paper for framing. Write 
Professional Services, 
Abbott Laboratories, 
North Chicago, Illinois 
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@ HOSPITAL TOPICS concludes its report on 
the highlights of the 1959 ACHA Congress on 
Administration held in Chicago, February 5-7. 
Part I appeared in the March issue, pages 22-25. 


Constructive Discipline 


Chairman: Leland E. Stilwell, M.D., manager, 
s VA Hospital, lowa City, Ia. Panel: Charles Goulet, 
associate director, Johns Hopkins Hospital, Balti- 
more, Md.; Clyde L. Reynolds, executive director, 
Provident Hospital, Chicago; Col. James T. 
Richards, MC, executive officer, Brooke Army 
Hospital, Fort Sam Houston, Tex.; and Lorenzo 
Gunter, assistant manager, Hines (Ill.) VA Hos- 
pital. 


Of the supervisor’s functions, the biggest one is 
dealing with people. He must know the principles 
of corrective discipline and apply them in a con- 
structive manner by adequately determining all 
the facts and holding interviews to explain to the 
employees the reasons for discipline. 


Fashions and styles in discipline change with 
the years. Our present concept is that discipline 
should be attained through conscientious, intelli- 
gent reasoning. Discipline is broken down into 
two types: preventive and remedial. 


In the preventive type, the action should be 
educational and interpretive. There should be 
instructions, not just rules. These should be 
given with clarity. 

If remedial discipline is called for, it should 
be done privately. The problem should be fully 
understood, and the employee fully heard. He 
should be adequately counseled if in error. The 
remedial action can take two forms—the admoni- 
tion or the reprimand. The admonition should 
be done calmly and without anger, and not be- 
fore the facts have been sized up carefully. The 
administrator must also make sure that he has 
not contributed a share of responsibility to the 
error, and must guard against belittling the em- 
ployee. 


In giving a reprimand, he should not scold or 
nag, but should use the reprimand as an oppor- 
tunity to explain to the employee his reasons for 
disciplinary measures. The administrator should 
never lose his temper or use threats or sarcasm. 


As a follow-up to both types of discipline, the 
administrator should check to see whether there 
has been improvement, should praise when the 
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action has produced results, and then should see 
that the penalty is no longer held. 


Disciplinary action should not be a ‘bawling out’ 
in colorful language. It is properly done calmly 
in a straightforward and constructive manner, on 
the basis of facts. It should leave the employee 
anxious to improve. 


Disciplinary measures must be consistent with 
the written policies of the organization and the 
acceptances of the group involved. The disciplin- 
arians themselves must learn to exercise a great 
deal of self-discipline. 


If we are trying to achieve conformity, we 
must realize that it frequently leads to apathy. 

These principles are given as idealistic guide- 
lines. The administrator should never lose his 
sense of dignity and should be sure his com- 
portment is consistent with his status. He should 
recognize that there are variations of discipline. 
What is a reprimand for one level may be mere 
counseling for another. 


Stimulating Creative Thinking 


Chairman: Melvin L. Sutley, administrator, Wills 
Eye Hospital, Philadelphia. Panel: George E. 
Bokinsky, administrator, Petersburg (Va.) General 
Hospital, and Sister M. Adele, assistant adminis- 
trator, St. Francis General Hospital and Rehabili- 
tation Institute, Pittsburgh, Pa. 


Creative thinking is one of our most important 
assets. Management must learn to mine the creativ- 
ity within its own ranks. The talents of individuals 
within the organization should not be suppressed. 
Most people, if encouraged, can usually come up 
with a brilliant idea. 


Creative thinking could well be described as 
intellectual curiosity. It is the administrator’s job 
to seek out and encourage the “brains” in his 
organization. If he does not do it, he is not 
doing a complete job. 


One of the most important aids to the develop- 
ment of creative thinking is a free exchange of 
information. This exchange must be vertical as 
well as horizontal. The emergency approach to 
problems actually discourages creative thinking. 
The problem must be sensed (the feeling that 
“something is wrong”); there must be preparation 
through the gathering of information; subcon- 
scious solutions must be analyzed (here the mind 


(Continued on next page) 
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works best when not pressed); and the problem 
and solution must then be illuminated and verified. 
This type of unhurried approach to a problem 
encourages creative thinking. 


One should not be discouraged if a solution to 
a problem is not attained. A few failures are a 
small price to pay to reach a good solution. 


Developing Leadership 


Chairman: Matthew F. McNulty, Jr., administrator, 
University Hospital and Hillman Clinic, Birming- 
ham, Ala. Panel: J. Milo Anderson, administrator, 


_ Strong Memorial Hospital, Rochester, N.Y.; Ger- 


trude Gilman, associate director, University of 
Minnesota Hospitals, Minneapolis; Marvin Altman, 
administrator, Sparks Memorial Hospital, Fort 
Smith, Ark.; Joseph Prekup, administrator, Mc- 
Lean Hospital, Belmont, Mass.; and Paul J. 
Spencer, director, Faulkner Hospital, Boston. 


Power is best exercised when it combines authority 
with continuous appeal to the creative drives and 
aspirations of the governed. We all have an ego 
drive, and power appeals to all human beings. 
Our chief concern is the method by which we 
achieve power. 


We may do it by the “trick” technic or a type of 
power assumption, but this technic tends to be 
superficial and insincere. We may simply grab 
power or assert ourselves, but in doing so we betray 
a basic insecurity. We may inherit power or gain 
it through gaining a particular position. Finally, 
we may win power through respect and _ recog- 
nition from our own associates. 


All four methods are blended and used by some 
individuals, but the fourth method is surely the 
most desirable. It can be employed if we utilize the 
creative abilities of our co-workers by: (1) awaken- 
ing of devotion, recognition of duties, and develop- 
ment of loyalties; (2) creation of an understanding 
of and identification with the cause; (3) develop- 
ment of the concept of helpfulness, and (4) de- 
velopment of a common and important goal. 


The eventual strength of the leader depends on 
the “splendor” of his cause and upon his con- 
tinuous emphasis of the common goal. 


The thing to aim for is the development of 
participation, belonging, and teamwork, by giving 
others an obvious stake in the results and then 
the long-term satisfaction that is engendered by 
following the “big idea.” 


Leadership must inspire, and must develop basic 
kindliness. The good leader must have the ability 
to iron out maladjustments. Not only should 
leadership motivate, but very careful planning 
should be a part of leadership. Standards of per- 


_ formance should be well established. The individ- 


ual must be enlisted and devoted to a worthwhile 
cause. The leader must appeal to aspirations to 
usefulness, and must use the power of persuasive- 
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ness, which embraces good manners, graciousness, 
and, above all, sincerity. 


Getting the Most from Assistants 


Chairman: Carl C. Lamley, executive director, 
Stormont-Vail Hospital, Topeka, Kans. Pane}; 
Hilda H. Kroeger, M.D., administrator, Elizabeth 
Steel Magee Hospital, Pittsburgh, Pa.; Celeste 
Kemler, adminstrator, Valley View Hospital, Ada, 
Okla.; Clarkson Hill, business manager, The Insti- 
tute of Living, Hartford, Conn.; Taylor Braswell, 
administrator, Memorial Hospital, Belleville, Ill; 
Bill Burton, administrator, Southwestern General 
Hospital, E] Paso, Tex.; Tol Terrell, administrator, 
Shannon West Texas Memorial Hospital, San 
Angelo, Tex.; and Kenneth Moburg, administrator, 
Lutheran Hospital, Moline, III. 


There are two kinds of assistants in terms of 
authority within the hospital. The line assistant 
takes over when the administrator or manager is 
absent. He has complete charge of the hospital 
in the absence of the administrator. The staff 
assistant is employed on an advisory capacity and 
has no direct authority in the operation of the 
hospital. Nor does he take over in the absence of 
the administrator. 


The staff assistant normally holds a position of 
personnel manager or some other capacity dealing 
with procedure-making such as writing personnel 
policies, disaster plans, or similar publications for 
use within the hospital. 


The line assistant may also perform these func- 
tions, but he also has the authority for operating 
the hospital in the absence of the administrator. 


There are four questions which it may be helpful 
to consider in deciding whether an assistant is 
necessary: 


1. Has everything possible been delegated to 
sub-managers? 


2. What responsibility is left for the assistant? 


3. How much administrative detail is there 
within the organization? 


4. How much of the time is the administrator 
absent, making it necessary for the assistant to take 
over the operation of the hospital? 


Incentives That Work 


Chairman: Lee W. Yothers, administrator, Fergu- 
son-Droste-Ferguson Hospital, Grand Rapids, Mich. 
Panel: Alma M. Troxell, administrator, Oil City 
(Pa.) Hospital; J. Dewey Lutes, superintendent, 
Woonsocket (R. I.) Hospital; and Charles E. Bur- 
bridge, superintendent, Freedmen’s Hospital, Wash- 
ington, D. C. 


Common reasons for management's difficulty in 
motivating employees have been: Management has 
ignored the employee as a part of a social group; 
it has conceived that the employer’s obligation 1s 
only that of providing a job; it has subscribed to the 


(Continued on page 40) 
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Chicago Medical Society 


@ Nearly 4,000 physicians from the Middle West 
and Canada gathered for the four-day annual 
Clinical Conference of the Chicago Medical So- 
ciety at the Palmer House. 


The program was presented by 33 speakers from 
22 medical schools of the U.S., covering subjects 
dealing with diseases from infancy -to old age, 
with reports on the development of new technics 
in diagnosis and treatment. Cancer and diseases 
of the heart and blood vessels received particular 
attention. 


TOPICS herewith presents selected abstracts 
from the papers. 


Allergy in Infants 


Timing Highly Important in 
Treatment of Asthma in the Young 


It is estimated that 20 percent of the population 
suffers from, or has suffered from, one form of 
allergy or another. By far the most severe and 
crippling of the allergic diseases is asthma, and 
the time to diagnose and treat it is in infancy 
and childhood before it becomes chronic, and 
permanent injury occurs. 


Four principles stand out in its management: 1) 
avoidance of allergens, 2) symptomatic therapy, 
3) supportive therapy, and 4) prophylactic treat- 
ment. 


Avoidance or removal of the allergen is ideal, 
but never completely possible—as in the case of 
dust. However, much can be gained through prac- 
tical elimination procedures. 


Good symptomatic treatment depends upon care- 
fully selected medical and drug therapy, coupled 
with an awareness of the great importance of 
emotional factors in little children with asthma. 
Emotions never cause asthma, but emotional fac- 


S. D. Malouf, M.D., Peru, Ind., studies an ex- 
hibit of morphology of the heart before and 
after intracardiac surgical procedures, pre- 
pared by the Henry Ford Hospital, Detroit, 
Mich. Full color transparencies of the heart, 
developed from x-rays, showed valvular and 
other defects, with the operative treatment of 
each type indicated. 
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tors can certainly help precipitate attacks or make 
them worse. This governs the choice and timing 
of specific medications. For example, in bronchial 
asthma, the ideal time for sedation and dilation 
of the bronchial tubes is early in the attack. Thus, 
bronchial spasm, with the attendant feelings of suf- 
focation, anxiety, excitement and lack of respira- 
tory control, is quickly relieved before a vicious 
cycle of fear and air-hunger is established. For 
this we use Aladrine, a very safe, balanced mix- 
ture of two well-known drugs. 

Supportive or general over-all treatment in- 
cludes maintenance of good nutrition and general 
hygienic measures. Emotional factors should also 
be taken into consideration. 


If the disease becomes progressively worse, pro- 
phylactic treatment should be undertaken. At this 
time the child should be completely evaluated 
by a competent allergist, and a total management 
program drawn up. 

This, which I call the “wholistic” approach, 
must include accurate skin testing and hyposensi- 
tization to the offending airborne allergens. It 
should be mentioned, however, that though skin 
testing and hyposensitization, when properly con- 
ceived and thoroughly utilized, can produce sig- 
nificant beneficial results, no area in the field of 
allergy has been so misinterpreted and mishandled. 


With specific reference to the management of 
acute attacks of asthma in infants and children, 
six procedures should be followed: 1) institute 
therapy as soon as possible, 2) use drugs to bronc- 
hodilate, 3) use drugs to sedate, 4) maintain ade- 
quate fluid intake, 5) combat infection vigorously 
if it exists, and 6) eliminate sources of potent 
allergenic substances. 


The newer steroid substances, such as cortisone 
and its analogues, are reserved for patients who 
(Continued on next page) 
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fail to respond to the more conservative measures. 
—John P. McGovern, M.D., associate clinical pro- 
fessor of pediatrics and microbiology, Baylor Uni- 
versity College of Medicine; associate clinical pro- 
fessor of allergy, University of Texas Postgraduate 
School of Medicine; chief, allergy service and al- 
lergy clinic, Texas Children’s Hospital, Houston. 


Cardiac Surgery 


Pump-Oxygenator, Open Technic, 
Increase Safety of Heart Repair 


It is almost five years since the first successful 
by-pass of the heart and lungs by means of cross- 
circulation with a human donor. Within a year, 
the donor was eliminated by utilizing a bubble 
type of oxygenator, and open heart surgery took 
its place in surgical practice. The test of time has 
also been applied to some of the earlier cardiac 
operations, so that we now know their short- 
comings and their durability. 


For many years, the plastic ball valve designed 
by Dr. Charles Hufnagel was the only answer for 
individuals with leakage of the aortic valve. In 
a dangerous operation, this valve was inserted 
in the descending thoracic aorta, at a considerable 
distance from the actual site of the pathologic 
condition. The patient still had a wide pulse 
pressure in the head and arms. 


Although many patients, at least in Dr. Huf- 
nagel’s hands, appeared to be improved after 
this palliative operation, few surgeons became 
enthusiastic about it, and hoped something con- 
structive could be done about the valve itself. 


Fortunately, this hope has come true to a re- 
markable extent. With the aid of the pump- 
oxygenator, the valve can be sutured in such a 
way that the leakage can be corrected in many 


instances. The most common procedure is 
close one commissure so that we have a bicuspid 
rather than a three-cusp valve. 


For several years, the standard operation 


relieve stenosis of the pulmonary valve was thai 
popularized by Sir Russell Brock of London, jn 
which a valvulotome was introduced through the 
right ventricle, and the valve was cut blindly, 
The early results were generally good, but occa. 
sionally the valvotomy was inadequate from the 
start, and more frequently, an opening which 
was satisfactory at first, became inadequate 
the child grew. 


Now the valve can be conveniently visualized 
after an incision in the pulmonary artery, the 
heart being rendered relatively bloodless by occlu. 
sion of the venae cavae. Hypothermia has _ been 
used extensively to protect the brain during the 
short cessation of the circulation; some surgeons 
have employed the pump-oxygenator. 


It has been our experience that the valve can 
be safely opened in one minute, and we have 
done a series of pulmonary valvotomies by the 
open technic without hypothermia or extracor. 
poreal circulation. This series now numbers 60 
cases. There has been only one death, that of a 
smal! child in whom pulmonary atelectasis appeared 
to be the chief complication. There was no sug. 
gestion of brain injury, and the valve was found 
to be opened adequately.—Conrad R. Lam, M.D, 
surgeon-in-charge, division of thoracic surgery, 
Henry Ford Hospital, Detroit, Mich. 


It Can Happen to Anyone 


Malpractice Suits No Respecter 

Of Skill, Experience or Reputation 

The frequency of malpractice actions has increased 
4-fold since the 1930's. The vast majority of suits 
brought today are without merit. More than half 
involve physicians who show better-than-average 


Daniel Murphy, M.D., resident, St. Francis 
Hospital, Evanston, Ill., visits the exhibit based 
on the roentgen diag 


from the VA Hospital in Hines, Ill. Diagnosis 
with the aid of esophagrams may be valuable 


of mitral stenosis 


_ in selecting patients for mitral commissurectomy 
| by helping to distinguish pure mitral stenosis 


| the disease are also shown. 


| from other valvular lesions. Changes due to 
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PICS 


skill or experience, or enjoy excellent reputation. 
Anyone can commence action against a physician 
and, whether or not it gets far in court, it is an ex- 
pensive action for the defendant. 


In surgery, the question of pregnancy must be 
settled in advance. In a recent court case, the 
family doctor referred a patient with an enlarged 
uterus to a surgeon. He mentioned the possibility 
of pregnancy. The surgeon, however, diagnosed 
fibroids and operated. He was sued for unneces- 
sary surgery when it developed that the enlarged 
uterus was due to pregnancy. 


The court held the surgeon to be negligent, 
saying an error in diagnosis could be made, but 
pointed out that the local doctor had mentioned 
the possibility of pregnancy. 


In a fracture case, where a doctor failed to 
xray after setting the bone, the plaintiff did 
not present expert testimony that such an x-ray 
was necessary, and the defendant asked dismissal 
on the grounds that his negligency was not proved. 
However, the court said the doctrine of resipsa 
loquitor applied; that it was common knowledge 
today that x-rays are required after fractures. 


Use of the opthalmoscope may be_ necessary. 
In one case brought to court, the patient was 
struck in the eye by a nailhead. The doctor, 
not a specialist, used a magnifying glass, but did 
not examine the eye with the opthalmoscope x-ray. 
He found a cut in the cornea, removed some 
rust, and washed the eye. A month later the 
patient consulted an eye specialist. Opthalmoscope 
and x-ray showed a fragment of steel in the eye, 
and an unsuccessful operation was done in an 
effort to save his sight. 


The surgeon testified that the foreign body 
and not its removal caused the blindness, and 
that it is customary to use x-ray and opthalmoscope 
in examining an injured eye. The court found 
against the defendant. 


The display of edema mechanisms and diuretic 
therapy attracts the attention of A. Baluyut, 
MD. (1.) and J. Fischelovitch, M.D., both 
residents of Mt. Sinai Hospital, Chicago. Pre- 
pared by the department of medicine, Hahne- 
mann Medical College and Hospital, Philadel- 


The only case where an operation without a 
permit is lawful is when it is an emergency and 
the patient is unable to give consent. Here, the 
surgeon is entitled to go ahead on the assumption 
of good faith; but if the issue is ever raised, his 
only proof that he did so act is having adequately 
documented the necessity for the unauthorized 
operation in the patient’s record. 

Invasion of a patient’s privacy is another field 
where it is difficult to draw clearly definitive 
lines. In a Michigan case, a doctor took a friend 
into the operating room to witness a delivery 
and an action for invasion of privacy succeeded. 

Special emphasis should be laid on the necessity 
of signing the medical record, since many courts 
will not admit into evidence any sheets of the 
record not signed on each page. Implied permis- 
sion for an emergency procedure is invalid if the 
patient refuses the procedure, and emergencies are 
interpreted in different ways throughout the coun- 
try.—Russell S$. Fisher, M.D., chief medical exam- 
iner, State of Maryland; professor of forensic 
medicine, University of Maryland Medical School; 
lecturer in forensic pathology, Johns Hopkins 
University Medical School and the School of 
Hygiene of the Johns Hopkins University, Balti- 
more. 


Thyroid Tumors 


Gland Site of Most Benevolent, 

Most Vicious of All Neoplasms 

Arising in the thyroid gland are the most benign 
and the most vicious of all malignant tumors to 
which the human body is heir. The so-called non- 
encapsulated sclerosing tumor or carcinoma not 
arising in adenoma is probably the tumor most 
certain to be completely removed by surgical in- 
cision. Even this tumor has been shown to be 
associated with lymph node metastases in 31 per- 
cent of cases; metastases which are usually surgi- 

(Continued on next page) 


phia, Pa., the exhibit showed normal physiol- 
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Peritonesocopy in gastroenterologic diagnosis, the exhibit of the 
Hektoen Institute of Medical Research, Chicago, which is a pro- 
cedure permitting visualization of the organs within the abdominal 
cavity, is scrutinized by a group of physicians. L. to r., Keuk Soo 
Chung and F. Villa, both of Cook County Hospital, Chicago; Leon 
Unger, Chicago; and Raul Leon, also of Cook County Hospital. 
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cally accessible, and which, if vigorously pursued, 
can lead to abolition of the disease. 


When a pure follicular carcinoma is found, 
the tumor usually metastasizes through the blood 
stream. This peculiar tendency to invade the 
blood stream early has an important bearing on 
the therapy. The absolute survivorship of follicular 
carcinoma in our hospital has been 67.6 percent 
with a 30-year follow-up for some patients. 


If the histologic diagnosis is that of an anaplas- 
tic thyroid cancer, you may be faced with one of 
the most vicious of all body neoplasms. The 
giant cell tumor of the thyroid gland usually kills 
its victim in six to 12 months. There are reports 
of a few cases for whom the surgeon was privileged 
to remove the tumor in its phase of inception, 
and the patient remained well for a long period 
of time, but these are exceptions. 


Patients suffering from malignant lymphoma 
cancers may respond for many years to the usual 
therapeutic measures for their control. Because 
of these possibilities, vigorous therapy is justifiable 
within reason. Unfortunately, the victims of ana- 


plastic thyroid cancer have their days so definitely 
numbered that the patient and the family must be 
advised of the impending disaster. The absolute 
survivorship here drops precipitously to about 
seven percent, four years post-diagnosis. 


It has been suggested that more people would 


be killed by so-called needless surgery if every 
nodular goiter was removed, than would die from 
thyroid cancer. It seems that the profession js 
negligent if it does not find the means of improv. 
ing its standards to the point of making thyroid. 
ectomy a completely safe procedure. Under such 
conditions, removal of thyroid nodules becomes 
a matter of the statistical chance of malignant 
disease being found as opposed to the risk of 
an unforeseen vascular accident. 


By using the scintograph mechanism of deter. 
mining the graded uptake of radioactive iodine 
by the thyroid gland, “hot” nodules can be sep. 
arated from “cold” nodules. It has been amply 
demonstrated that cold nodules harbor cancer in 
a significant percent of patients. Therefore, they 
deserve more vigorous surgical removal. 


When the equipment or radioactive materials 
are not readily available, exogenous thyroid hor- 
mone may be tried to see if the tumors will 
regress after suppression of pituitary thyroid stimu- 
lating hormone (TSH). This method may be 
reasonably followed for three to four months, but 
surgery should be planned in advance for those 
nodules which do not respond. 


When palpable cervical nodes are present, or 
if the tumor-bearing nodes are encountered dur- 
ing thyroidectomy, then of course radical neck 
dissection must be carried out. 


A total of 140 patients with all types of thyroid 
cancer have been observed at our hospital since 
radioactive iodine has been available for treat- 
ment. Twelve patients, 8.5 percent, have been 
given this isotope, but only 5 percent had a sig- 
nificant uptake. Starving the thyroid for iodine 
or stimulating iodide uptake are means used to 
make I!3! therapy more effective. Every patient 
with inoperable thyroid cancer deserves up- 
take studies, but results are disappointing.—John 
C. McClintock, M.D., associate clinical professor 
of surgery, Albany (N.Y.) Medical College. 


An exhibit of gross tissues and photographs presented by the 
Museum of Pathology of Presbyterian-St. Luke’s Hospital, Chicago, 
is viewed by Theodore Cornbleet, M.D., of Chicago. Supplementary 
panels of photographs illustrated various pathological changes of 
tissues with disease. 
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By Robley D. Stevens* 


e Successful negotiation of a hospital labor contract 
requires knowledge and experience on the part of 
hospital management personnel. 


In most cases hospital management acts in the 
bargaining negotiator role and makes a report to the 
hospital’s board of governors who make the final 
decision. 


The final decision on a labor contract may not be 
made without great care. The board must remain 
objective and should not agree to anything that 
could prove of long-range detriment to policy forma- 
tion or ownership affairs. 


A complete understanding of bargaining proce- 
dures is the only way to insure this. 


WHAT IS COLLECTIVE BARGAINING? 


Under the Taft-Hartley Act, the term “to bargain 
collectively” is defined as the performance of the 
mutual obligation of the employer and the repre- 
sentatives of the employees to meet at reasonable 
times and confer in good faith with respect to wages, 
hours, and other terms and conditions of employ- 
ment, or the negotiation of an agreement, or any 
questions arising thereunder, and the execution of 
a written contract incorporating any agreement 
reached if requested by either party. With one ex- 
ception, moreover, such obligation does not compel 
either party to agree to a proposal or require the 
making of a concession. 


It is necessary that negotiators have this basic 
concept of collective bargaining clearly in mind 
before they attend a conference in a representative 
capacity. It is the starting point of every contract 
negotiation. 


All too often, however, “bargaining” reverts to a 
rather common type which is based upon the horse- 
trading concept. Under these circumstances, each 
side makes exorbitant demands and then trades off 
one demand against another. Against the possibility 
that this system may be used, it is wise to come pre- 
pared with numerous proposals for the union. Your 
representative should then hold out for all of them 
to a certain point — which will be decided by the 
strategic plan of the negotiators. After that point, 
however, trading should be skillfully conducted. 


YOUR NEGOTIATING TEAM 


Not all hospital boards of governors, nor adminis- 
trators and union negotiators, look upon collective 
bargaining in the same manner. After all, there are 


_*Management consultant, Washington, D.C.; former official representa- 
tive, U.S. Department of Labor. 
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over a million persons employed in the hospital 
industry on a fulltime basis, and proper utilization 
of their skills is essential both to the quality of 
service rendered by hospitals and to the morale and 
efficiency of the employees. It cannot be expected 
that everyone will see “proper utilization” in the 
same way. 

As a result, your representative must enter the 
bargaining conference well grounded in the prin- 
ciples and practices of modern-day hospital personnel 
practices and management, so that his approach to 
the problems will be both scientific and factual. It 
would be sheer folly for a labor union to make cer- 
tain demands if there were no economic basis upon 
which your hospital could grant them. 


The success and effectiveness of negotiating a 
labor contract depend to a great extent upon the 
composition and experience of its bargaining repre- 
sentatives. Thus, their selection is of utmost im- 
portance. 


Hospital management negotiators must have many 
traits such as patience, persuasiveness, understanding 
of the labor relations field, ability to resist pressure 
tactics, and common sense. Under the Taft-Hartley 
Act they must negotiate in good faith; try to under- 
stand the other party; avoid personalities; and keep 
an open and alert mind. They will have to deal 
with facts and reasons, not personal opinions or 
emotions. 


In view of the above, the hospital’s negotiation 
team may be made up of the administrator, who 
is the deputy of the board and acts for them in an 
executive capacity, coordinates activities of the medi- 
cal staff with other departments, and performs re- 
lated administrative duties to insure efficient hospital 
operation; the personnel director; and the hospital 
lawyer. In combination, they have the diversified 
training, knowledge, and experience so vital for 
successful bargaining. The labor union will choose 
its strongest leaders to submit their proposals for 
consideration and approval. The hospital must do 
the same. 


Hospital supervisory personnel should not serve 
on a negotiating committee. Their main function in 
the collective bargaining process is to take over after 
a labor contract has been negotiated and help put 
agreements into operation. However, it may be 
desirable to have some of them attend a conference 
meeting. This will give them a better idea of what 
it is all about and will aid them in putting prin- 
ciples into operation. 


(Continued on next page) 
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LABOR BARGAINING continued 


THE CONFERENCE 


Representatives should decide their bargaining, strat- 
egy long before conferences begin. They should 
gather and analyze all available and pertinent infor- 
mation concerning the hospital’s wages, benefits, 
hours, and working conditions. They should know 
and understand how far the board of governors 
will go on contract changes, if at all. The whole 
range of personnel policies and practices should be 
reviewed and compared to other hospitals to deter- 
mine if they are workable and realistic. 


In addition, they may benefit by obtaining hospi- 
tal supervisory personnel opinions as to working 
conditions and problems. Supervisors may suggest 
changes which will be both workable and practical. 
Representatives should also study all employee com- 
plaints under the existing contract, if the hospital 
has one, and determine whether they are bona fide 
and, if so, what changes can be made to correct them. 


Negotiators should try to anticipate what demands 
are likely to be presented by the union. In this way, 
they will have more studied reasons for acceptance 
or rejection of proposals. 


If the hospital already has a labor contract, many 
more facts, figures, and general data will have to be 
studied. Negotiators will have to present factual 
information to show why a new contract is needed. 


Of course, a hospital should have advance notice 
about contract negotiations. Many things require 
time. For instance, management personnel may ques- 
tion the claim of a union that it represents a major- 
ity of hospital employees. Personnel may request 
that the National Labor Relations Board conduct 
an election to determine the question. 


If a union has been certified by the National 
Labor Relations Board, it will demand a conference 
regardless of the time of the year. However, a hos- 
pital will probably prefer to engage in negotiations 
during some slack period. This will give manage- 
ment negotiators more time to devote to the matter, 
and, should negotiations break down and a strike 
result, the effect upon hospital operations would be 
less serious. 


INSTRUMENTS 


LET US QUOTE ON YOUR NEEDS! 
COMPLETE STOCKS 


We are one of very few real instrument 
houses remaining in the U.S. We im- 
port direct from makers abroad, we make 
instruments, we are instrument spe- 


cialists. We can supply what you want 
a from stock — NOW! 
HIGHEST QUALITY SINCE 1837 


If you want hardware, don’t come to us. If 
you want the best, let us quote. 


WOCHER'S 


THE MAX WOCHER & SON CO. 
609 COLLEGE ST. CINCINNATI 2, O. 


No set rule can be laid down for the length of 
the bargaining sessions. However, many feel that 
after the parties have met it is well to drive through 
to a contract. It all depends upon conditions and 
opinions of the parties involved. 


Keeping a record of proceedings is often impor- 
tant. If a record is kept, it may be referred to for 
reference. In any event, a hospital should insist that 
union demands are put into writing. This tends to 
make the union’s position more definite. It musi be 
remembered, however, that a union will always ask 
for more than it expects to get. 


As mentioned above, management negotiators will 
not usually be vested with the authority to come to 
a final agreement. Proposals will have to be referred 
to the board of governors for approval. Once an 
agreement is reached, a formal contract should be 
drawn up by a lawyer and agreed to by the con- 
ferees. In this way, both parties have a clearer 
understanding of contract terms. 


MAKING IT WORK 


Once a contract has been signed, the next step is 
to put its terms into effect. In order for this to be 
done with the least friction possible, every affected 
employee should be informed of its contents. In 
addition, hospital supervisory personnel must know 
and understand the provisions since they will play 
a role in initiating them and seeing that they work 
smoothly and satisfactorily. 


Naturally, your hospital will have to comply with 
the terms of the bargaining contract. Failure to do 
so might lead to a strike or a suit for breach of 
contract. 


OTHER CONSIDERATIONS 


A collective bargaining contract is no different from 
any other body of rules or laws, for no matter how 
carefully the parties involved may attempt to do so, 
they cannot answer every day-to-day question or 
problem. Often the terms of the contract are subject 
to conflicting interpretations, just as are federal and 
State statutes. 


Today, it is a common practice for disputes be- 
tween labor and management to be arbitrated. 
Arbitration is a voluntary method by which the 
parties involved submit their cases to an arbitrator, 
who is selected by the parties involved, with the 
prior agreement that they will abide by his decision. 
After reviewing the case, he makes his award. 

In collective bargaining, it is customary to dis- 
tinguish between questions of interpretation or 
application of specific clauses in agreements which 
have already been negotiated and are in force, and 
disputes over the terms to be included in a new or 
renewed agreement. 

Negotiating a labor contract is not simple. It 
requires knowledge, training, and experience. But 
there is no reason why interested and earnest hos- 
pital management personnel cannot learn to know 
and understand how to do it. 
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‘Noiseless, Odorless’ Hospital 


e A hospital designed to be ‘noiseless and odorless” 
—the addition to the Fresno (Calif.) Community Hos- 
pital—was dedicated late in February. 


Carpeting in the lobby and in all the corridors 
does much to keep the hospital from having an 
“institutional look.” Actually, though, the principal 
reason for installing the 2,700 yards of nylon carpet- 
ing and the other acoustical features was to make 
the hospital as nearly “noiseless” as possible. There 
are acoustical ceilings throughout, and walls in pub- 
lic areas are covered with a durable vinyl plastic 
covering. 


In an effort to make the hospital “odorless” as 
well, says administrator Clifton H. Linville, plan- 
ners selected an air-conditioning system which pro- 
vides different pressures in corridors, rooms, and 
bathrooms, and precludes odors going from bathroom 
to room, or from rooms into corridors. A blower 
on the roof constantly draws air from all the rooms. 


Twenty-one different colors, in various combina- 
tions, appear in the hospital. They were selected 
by color consultant Edith Hynes of Los Angeles, 
who says she tried to stay away from the stereotyped 
and pick colors that would hold up well. 


View of main lobby. Administrator Clifton H. Linville is standing in 
foreground. The ‘Shoji screen” at right separates the lobby area from 
the entrance and also from the gift and florist shop. There is a folding 


Opened in California 


“The colors here will be just as refreshing 10 
years from now as they are today,” she says. 


Given a free hand in color selection, Miss Hynes 
chose a gray white, or pearl, hue in the nurseries, 
so that nurses can tell at a glance whether a baby 
is jaundiced. Not satisfied with the color of the 
brick selected for portions of the exterior of the 
building, she went to the brickyard and insisted that 
the bricks be made in another hue—which she calls 
a “golden burnt orange.” 


Colors in patients’ rooms are mostly blue green 
and beige tan, mixed to provide ‘“‘an atmosphere of 
relaxation and security,” Mr. Linville says. 


ROOM 


A typical two-bed room provides maximum privacy 
and comfort, and a touch of luxury. Beds are placed 
foot-to-foot. Either patient may have his cubicle cur- 
tain drawn without interfering with the other pa- 
tient’s outside view. Even when both patients have 
their curtains drawn, visitors may enter and leave 


(Continued on next page) 
door behind the information counter which can be pushed back 


during late evening and night hours so that switchboard operators 
may also serve as receptionists. 
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‘NOISELESS’ HOSPITAL continued 


the room without disturbing either patient. 


Each patient has his own telephone and television 
set. The set is located in the wall opposite his bed, 
but speaker and controls are at the patient’s bedside. 


The air-conditioning system is designed so that 
one room may be heated and the next one cooled 
at the same time. 


There is a private toilet and lavatory for each 
room. Folding doors are used for the bathrooms. 


Ten percent of the beds are in private rooms. 
The others are two-bed rooms, except for the beds 
in the two intensive-care units (one for medical 
and one for surgical patients) and in one five-bed 
obstetrical ward. 


Rates for the new accommodations are unchanged 
over those for the old building. —Ttwo-bed rooms are 
$21 a day, and private rooms are from $24 to $30. 


Transfer of 158 patients from the old _ hospital 
next door was effected smoothly. Patients had break- 
fast in the old hospital, and all but a few were in 
the new hospital in time for lunch. One patient 
was spending his eighth stay in the hospital. He 
was first a patient in the hospital’s predecessor, the 
old Burnett Sanitarium, in 1912. 


Other features of the 204-bed, $4,600,000 structure 
include: 


e@ A coffee shop which will be open 24 hours a day. 
A small wall outside this area screens from view 
ambulances or other vehicles going to the emer- 
gency rooms. The area between the coffee shop 
and the wall will be landscaped. 


e@ An all-electric kitchen. Food service is designed 
to get food from kitchen to patient in seven minutes. 


Typical two-bed room, showing foot-to-foot 
arrangement of beds. Each patient has his 
own telephone and television set, and his own 
locker and flower shelf. Thermostatic control 
in each room makes it possible for patient to 


control temperature and amount of condi- 
tioned air. Folding doors are used in 
bathrooms to conserve space. 


e@ An automatic pneumatic tube system, which will 
transport small packages as well as messages. 


e@ A central dictating system which enables doctors 
to dictate their medical records over any hospital 
telephone. 


@ An ultrasonic cleaner in the central service de- 
partment. The department is on the second floor, 
along with the suite of eight operating rooms, the 
intensive care unit for surgical patients, and the 
postoperative recovery room. 


e@ A drug and medical display room in the foyer 
outside the doctors’ lounge and conference area on 
the main floor. The various manufacturers will be 
invited to display their products. 


Of more regional than general interest are these 
facts: The incinerator near the boiler room is a smog- 
proof type; the building is composed of seven sep- 
arate buildings, each with its own structural integrity, 
in order to provide the hospital with maximum 
earthquake protection. 


Within a few days after the new 204-bed building 
opened, it was operating at 95 percent of capacity, 
and the board of trustees had ordered that remodel- 
ing of the old building be started immediately. The 
initial overcrowding may also result in advancement 
of plans to complete the fifth floor, now just a shell. 
This would add 70 beds. Future plans also call for 
construction of a 26-bed, one-story psychiatric unit. 


Because of the high census, the hospital in the 
first few weeks of operation was unable to use the 
intensive care units as such. 


The construction was financed by a Hill-Burton 
grant of $2,242,894, community contributions amount- 
ing to $1,600,000, and a $1,000,000 loan from the 
Aetna Life Insurance Co. 
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Below: Temperatures in hospital are regulated by 500 tons of 
air conditioning. 


At right: Therapy section of x-ray department. 
Drapery in cobalt room serves two purposes 
—to help deaden sound and to disguise the 
fact that there are no windows in the room. 
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protect walls at corners which might be damaged by moving equipment. 


Above: Carpeted corridor, seen from nurses’ station. Stainless steel is used to 
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Chicago Hospital Dedicates 
$6,500,000 New Addition 


@ Thirty-one private office suites for 65 members of 
the attending staff of Chicago Wesley Memorial Hos- 
pital are included in the hospital’s $6,500,000 addi- 
tion—the Ruth Jones Allison Pavilion—which was 
formally opened March 16. 


The new addition, completely air-conditioned, in- 


Beds in open section of psychiatric unit are “domestic height.” Furni- 
ture in room shown above is made of a fiber resin material which 
is extremely durable and easy to clean. 


creases the hospital’s bed capacity by 86, to a total 
of 691. However, the total floor space is increased 
55 percent by the five-story building and 15-story 
tower. 


Besides the office suites for physicians, other fea- 
tures include: 


@ Provision of 6,000 square feet for research labora- 
tories. 
@ A 200 percent expansion of x-ray services. New 
equipment includes a 1500 Curie cobalt therapy 
unit. 


e@ A psychiatric unit for 49 patients. The unit, which 
occupies the entire fifth floor, has enough space to 
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permit a 50 percent increase in patients. 


e@ A recovery room which will accommodate 18 pa- 
tients at a time. 


@ A department of physical medicine. 
@ A large cardiovascular unit. 


e@ A 100 percent increase in floor area for the de- 
partment of laboratories, which will result in ex- 
panded facilities for both the clinical and the patho- 
logical laboratories and will enable the blood bank 
and basal metabolism services to be located in the 
department of laboratories. 


@ A chapel seating 50 in the pews, with room at 
the rear for patients in wheel chairs or on stretchers. 


@ An enlarged library for patients. 


e@ A tunnel, 120 feet long, connecting the hospital 
and Northwestern University Medical School, for 
the convenience of patients, doctors, nurses, and tech- 
nicians. 


Mrs. Archie S$ t (2), istant director, and Mrs. Charles E. 
Menor, Jr., director, load a book cart in the new patients’ library, 
which is stocked with 5,000 to 6,060 books. 
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Electronic ‘Brains’ Come in Several Models 


New horizons in hospital accounting through electronics 


Fourth in a series on potential uses of electronic 
computers by hospitals 


By John H. Gorbyt 


@ In the previous installment the operation of a 
complete data processing system using IBM equip- 
ment was discussed. Other systems in the rapidly 
expanding data processing field will now be pre- 
sented for comparison in the following material. 


Remington-Rand has UNIVAC, an excellent com- 
puter, which uses a card similar to IBM’s, except 
the hole in the card is round rather than rectangu- 
lar. The card has a capacity of 90 columns, as 
opposed to IBM’s 80 columns. 


Its operation is substantially the same, using 
card punch, verifier, and similar components. Pa- 
tients’ requisitions come down to the tab depart- 
ment where they are converted to card form, and 
then introduced into the computer. The patient’s 
bill is printed out by UNIVAC with the same 
break-down for Blue Cross, patient’s charges, and 
any other projected items. 


The Royal McBee Company has developed a 
Keysort Tabulating Punch. This machine takes 
the obvious advantages of the Keysort Card and 
gives the hospital automatic punched-card processing 
with one, very low cost machine. 


The Keysort card has for many years been, in 
effect, a hand-operated punched card system. It 
used to be referred to as “the poor man’s IBM,” 
and many hospitals found their needle-sort an ex- 
cellent method of analyzing revenue and _ patient 
statistics. 


The new Keysort Tab Punch will automatically 
code punch and tabulate quantities and amounts 
in the requisition charge tickets. It will then read, 
duplicate, and summarize these figures. Simultane- 
ously, it is also printing them out for visual 
identification. 


It will punch two quantities in one operation 
(dollars and units of service, admissions and _pa- 
tients’ days, etc.). It will also read sorted cards, 
automatically accumulating and totaling punched 
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amounts. The machine rents for less than $100 
a month and will do the work of several employees 
in the business office. 


For hospitals that have the Burroughs Sensamatic 
or NCR 3100 class accounting machines, there are 
attachments on the market that will convert the 
existing equipment to a complete data processing 
system. A device, trade-named a “Converter,” will 
attach to either machine and transmit, without 
wires, to an 024 or 026 IBM card punch, and from 
there to a computer. This “Converter” is manu- 
factured by Datatronic Systems, Inc., of La Mesa, 
Calif., and sells for approximately $2,500. An- 
other device called an “Intercoupler’” is manufac- 
tured by both NCR and Systematics, Inc., of New 
York. The price of this attachment is from $2,000 
to $4,250. It attaches to the back of the Sensa- 
matic or NCR 3100 and is cable-connected with the 
024 or 026 card punch. Both machines can be 
programmed to punch any or all of the accounting 
machine data automatically. The chief saving in 


(Continued on next page) 


This “Converter” can be attached to Burroughs Sensamatic or NCR 3100 
class accounting machines and transmit, without wires, to an 024 or 
026 IBM card punch, and from there to a computer. 
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ELECTRONIC BRAIN continued 


hooking up card readers, accounting machines, and 
card punches is the elimination of manual card 
punching and verification. 


One excellent data processing system is comprised 
of component parts from several manufacturers. It 
is probably the most versatile, economical, and well- 
designed for a complete hospital system. The input 
device, for example, is among other things an auto- 
matic electric IBM typewriter. It may be pro- 
grammed to eliminate all operational decisions, 
such as spacing, and carriage advance. As it may be 
operated by tape or edge-punched card, it may be 
used for collection letters, letters to members of an 
auxiliary or other repetitive correspondence, when 
not being used for data processing in the hospital. 


In the purchasing department, data relating to 
such items as a vendor, last purchase item, unit cost, 
are maintained in 8-channel tape. These are filed 
in special “piggy-back” envelopes. When an item 
is low and it becomes necessary to re-order, the tape 
is taken out of the envelope, and fed into the ma- 
chine. The machine will then automatically type 
the request for bid, purchase order, receiving sheet, 
etc. The only work required of the operator is to 
insert the current data and any change in specifi- 
cations or in the quantity desired. 


The input machine is called a Programatic Flexo- 
writer and is sold by Friden, Inc. The device for 
reading the card in the income centers is called a 
motorized card reader and is manufactured by Com- 
mercial Controls Co. The converter to eliminate 
the necessity for using wire cable to connect the 
various pieces of equipment is manufactured by 
Datatronic Systems, Inc., of La Mesa, Calif. The card 
punch, tape-to-card converter, and computer are 
manufactured by IBM Corp. All items of equipment 
are currently available. 


A tentative list of equipment required for a 300- 
bed hospital, its cost, and the approximate savings 
from complete use are shown below. 


EQUIPMENT REQUIRED FOR 300-BED HOSPITAL 

Six readers for income centers @ $1,000 $ 6,000 

Lab 

X-ray 

Pharmacy 

Central supply 

Therapy 

Outpatient department 


Seven Programatic Flexowriters @ $3,000 21,000 
3—Admitting 
Medical records 


Purchasing 
2—Business office 


Six out-put converters @ $1,250 7,500 
One in-put receiver @ $1,250 1,250 
Control circuit @ $1,750 1,750 


Total cost purchased equipment $37,500 
Rental equipment 
~ IBM 026 card punch $ 35.00 per month 
IBM 046 tape-to-card 50.00 
RAMAC 305 computer 3,200.00 


Total rental 


$3,285.00 per month 


REDUCTION IN PERSONNEL 
7 @ $250.00 per month $1,750.00 


Clerks in income centers 


Medical reports 2 @ 300.00 600.00 
Purchasing 1 @ 250.00 250.00 
O.P.D. 2 @ 250.00 500.00 
Business office 24 @ 250.00 6,000.00 

Cash savings possible per month $9,100.00 


This equipment, like the IBM equipment referred 
to in the previous installment, will handle the entire 
accounting and statistical work of the hospital. This 
includes payroll, patients’ accounts receivable, per- 
petual inventory, general ledger, medical records, 
patients’ statistics, et al. It is fast, accurate, and 
simple to operate. It eliminates late charges and, 
at the same time, with a simple attachment will 
automatically notify housekeeping when a patient is 
discharged so the room may be cleaned, surgery and 
admitting that a bed is available, and dietary so an 
unnecessary meal will not be made up. This is all 
done automatically and instantaneously. 


A Blue Cross interrogation unit is provided for 
each admission desk if the Plan has an office in the 
same city. As soon as it is determined that any 
patient being admitted has Blue Cross, the admit- 
ting clerk inserts contract and group number, admit- 
ting diagnosis, attending physician, and any other 
data the Plan requires, on the face sheet. This 
information is automatically picked up on an edge- 
punched card. The card is then taken out, placed 
in the interrogation unit, key depressed, and the 
Blue Cross’s memory unit is automatically searched 
for subscriber information. 


The admission can be either accepted or rejected, 
the Blue Cross record updated, and information 
returned to the hospital, all in about 114 minutes. 
This eliminates admission notices to the Plan, search- 
ing the files at Blue Cross, and writing the informa- 
tion on the record. When the patient goes home, a 
copy of the bill is automatically transmitted to Blue 
Cross for payment under the system in use for that 
particular plan. 


The payroll operation is particularly fast, accurate, 
and labor saving. One method uses a new time 
clock developed by Stromberg-Carlson in which the 
clock receives the employee’s time card — which may 
be either an IBM card, Remington-Rand card, or 
edge-punched Friden card. The employee’s name, 
department number, social security number, etc., are 
punched in the card. Operating the clock with card 
inserted activates a special section of the computer's 
memory and stores total hours for each employee. A 
programming routine rounds the time automatically 
to eight hours. 


For example, an employee on a 7:00 AM to 3:30 
PM shift would ring in at 6:51 AM, take lunch from 
12:05 PM to 12:27 PM, and ring out at 3:40 PM. 
It’s no trick at all to compute actual elapsed time, 
but pay roll records would be unsuitable for process- 
ing. The program rounds the time to eight hours. 
If, for some reason, the employee is to be reduced 
in time for personal time off, lateness, or other causes, 
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it is necessary for someone to notify the computer 
department where a credit will be inserted. (Inci- 
dentally, the computer automatically debits the 
appropriate labor charge account as it adds the daily 
time record.) 


The employee’s time rate, deductions, etc., are 
also stored in memory. The computer is activated 
by a pay roll program and calculates gross pay, adds 
it to previous year-to-date, compares with a fixed 
factor of $4,200.00, and multiplies portion-of-current- 
pay-under-$4,200.00 by 21% percent for social security. 
The employee's total deductions are multiplied by 
$11.00, subtracted from gross pay, and the remainder 
multiplied by 18 percent. This computes withhold- 
ing tax. The net pay is computed with gross, item- 
ized deductions, and net stored in a temporary buffer 
unit. 


After all calculations are complete, the machine 
prints out a complete pay roll journal with cost 
allocations to appropriate departments. The paper 
is changed in the print-out machine, checks inserted, 
and all pay roll checks run through at a speed of 
300 lines of 120 characters a minute. The entire 
operation for an 800-employee pay roll requires 
about 15 minutes from start of computation to 


checks. 


The medical records department requires a large 
volume of typing if records are to be properly cross- 
indexed and maintained in usable condition. Much 
of this typing is repetitive. With the Flexowriter 
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analog 
chlorothiazide you have 
been hearing about 
product CIBA 


for edema and hypertension 


adjusted to transmit position, the completed record 
is typed once. Each main diagnosis and secondary 
diagnosis is filed, and the pathological findings and 
other medical details are similarly stored in the 
memory unit by the attending physician, assistant, 
anesthetist — in as fine a break-down as desired. A 
monthly record is thus available in less than a min- 
ute in complete break-down. 


At periodic intervals, the older records are taken 
out of the memory unit of the computer and_ stored 
on magnetic tape. 


One tape will hold about 600,000 records. Or, to 
express it in a different manner, the 2,700 feet on a 
tape reel will hold the equivalent of 465,000 fully 
punched IBM cards. This storage space is adequate 
for the largest teaching hospital. 


The outpatient department presents three \prob- 
lems. One is a problem also shared by medical records 
of inpatients: storage space. As a second problem, 
records must be accessible in reasonably prompt 
fashion. A third problem is financial accounting for 
outpatients. This is further complicated by the fact 
that some are “full pay,” some “part pay,” and others 
are free. Some institutions label all visits “pay” as 
a matter of policy; others take care of the patient 
and “charge” those visits that are not paid. 

An ideal computer for the hospital with a large 
outpatient department is IBM’s RAMAC 650 or 705. 
Another excellent computer is the RATAmatic 1000. 

(Continued on next page) 
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ELECTRONIC BRAIN continued 


This machine can read 900 IBM cards a minute and 
store the information in a magnetic tape file unit. 
A computer installation may have from a minimum 
of four to a maximum of 100 magnetic file units. 
Each file can store 37,200,000 decimal digits of in- 
formation, or the equivalent of 465,000 IBM cards. 
Ten of these files may be searched at one time for a 
record, with a reading speed of 600,000 digits a 
second. When a medical record is requested, the 
high-speed printer will produce 900 lines per minute 
of 120 characters each. 


The interrogation unit for either computer is 
“off-line.” This means that search may be made for 
a record or other information at the time that the 
computer is storing information. 

A study of several outpatient departments has 
indicated that in about 85 percent of patients seen 
by the attending staff, the doctor is only interested, 


from a record standpoint, in the two immediately 
previous visits. 


In a typical operation, an auxiliary printer is 
installed in the outpatient department. As the pa- 
tient presents the clinic card to the reception desk, 
the operator dials the patient’s number on a dial 
very similar to a standard telephone dial. The equip- 
ment immediately searches the memory for the record 
and prints it out, as complete as the doctor wishes, 
in less than a minute. 


After the visit, the doctor dictates progress, orders, 
or other data to a dictaphone pool. Stenographers, 
using a Flexowriter, store the record in an appro- 
priate memory section of the computer, to await the 
next visit. 


The act of printing out the record for the current 
visit does not physically destroy the old record. It 
is necessary to deliberately erase a record in order 
to lose it. Old records may be taken off for storage 
or transferred to slow-speed storage tapes, releasing 
memory space on the high-speed tape for current 
cases. Power failure, water, chemicals, will not de- 
stroy a record. Fire, of course, will. But fire would 
destroy conventional records also, and water would 
considerably damage those. 


Appointments for next visits are maintained in a 
section of the memory tape. Each morning the com- 
puter may be asked to print out a schedule of the 
day's visits, as many copies as desired. 

The financial control is achieved through a Flexo- 
writer. As each patient presents the clinic card, 
the clerk types name, number, service, fee to be 
charged, and any other pertinent information on an 
outpatient register. This provides a visible record 
for verification purposes, and produces a continuous 
tape record, as well as an edge punched card. 


The patient takes the card to the cashier. If paid 
at the time, the cashier inserts card in a “reader” 
on her desk. This records amount paid, service, etc., 
on a continuous tape record. At the close of the 
day’s work, this tape is fed back through the same 
Flexowriter and a complete register, with distribution 


-to various services, is printed out. If the patient cloes 


not pay, the name card serves to set up an amount 
receivable in the memory section of the computer, 


Two admitting clerks and one cashier can handle 
500 visits a day. This includes securing the clinica] 
record, and complete posting of the entire transac. 
tion. The size of the stenographic pool, of course, 
would depend upon volume of dictation from the 
entire hospital operation. There are several excellent 
articles on the operation of a central dictation unit. 
This article is not concerned with this phase of the 
operation. 


The inpatient operation of a data processing sys- 
tem starts with a Flexowriter at each admitting sta- 
tion. Each income-producing department is provided 
with a motorized card reader. As the regular face 
sheet is being typed, the identical information js 
being picked up on tape with patient’s name and 
admission number on the edge-punched card. These 
cards become the requisition. After the face sheet 
is prepared, an additional 20 cards are produced 
from the machine by feeding the original card back 
in with a “repeat” key. These cards and face sheet 
go with the patient to the nursing station. 


When the doctor orders a procedure, the nurse or 
ward clerk writes the request on one of the cards, 
which are visually identified. The card is sent to 
the department requested. If the request is for a 
complete blood count, the work is done and, after 
completion, the technician who has done the work 
inserts the requisition in a reader and presses a 
button. This transmits the information to the busi- 
ness office or computer room. A second chart, with 
description of the procedure, code number, and 
cost is selected from a rack in the income center. 
This is also transmitted, completing the transaction. 
The computer stores the information in the patient's 
section of the memory unit, to await discharge or 
further processing. 


When the patient leaves, the clerk in the business 
office ‘dials the -patient’s number and the complete 
bill is printed out in less than a minute. If covered 
by Blue Cross, the machine automatically separates 
that portion paid by Blue Cross from amount due 
from patient. When payment is received, a cash 
receipts journal is typed on a Flexowriter. This 
information is picked up by the computer, with 
credit to appropriate account. 


Late charges are eliminated. There is no necessity 
for messenger service to or from business office. With 
the attachment of the Converter, described above, 
equipment is not wire connected. This allows one 
Flexowriter to serve many departments, depending 
on volume. All the equipment may be moved at will 
as the device transmits the digital impulse over the 
AC power circuit when it is plugged in. 


There are many other excellent data processing 
systems. All of them will do the work. Cost and 
personal choice are determining factors. This article 
has described only a few due to space limitations. It 
is regretted that ali have not received a few words 
of comment. 
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Davis & Geck Brand Sutures 1909—1959 
50 Years of Service to the Surgical Profession 


SURGICAL 
PRODUCTS 
NEWS 


NO. 1 


Surgeon’s Remarks Introduce 
New Film On Surgilope SP* 
Sterile Suture Strip Pack 


The development of laminated plastic 
suture packaging has added another 
dimension to the security of patient 
care, according to Carl Walter, M.D., 
. F.A.C.S. In an introduction to a new 
20-minute film in sound and color 
which explains the Surgilope SP double- 
envelope sterile suture strip pack, the 
well-known Massachusetts surgeon 
points out many long-awaited benefits 
which the new package now makes 
possible. 

New protection against cross-contamination 
With the new Surgilope SP double-en- 
velope strip pack, the sterile inner en- 
velope containing the suture remains 
completely protected until delivered for 
use. There is no chance of contact with 
previously contaminated suture pack- 
ages through storage in common jars 
and germicidal solutions. Since no 
known cold germicidal solution will kill 
the virus of hepatitis, the new double- 
envelope pack provides greater protec- 
tion for the patient than was ever 
possible with ordinary packaging and 
storage methods. 

Broken glass hazards eliminated 
Additional benefits to both patient and 
0.R. personnel, through the elimina- 
tion of glass suture tubes, are also cited 
by Dr. Walter. Since the suture nurse 
no longer fractures a glass tube to re- 
lease the suture, the occupational risk 
of infection by homologous serum jaun- 
dice through cut gloves and fingers is 
done away with. The patient benefits 
because the suture cannot become con- 
taminated with fragments of broken 
glass and its tensile strength is unim- 
paired by abrasion against the razor- 
sharp edge of the fractured tube. 

Sutures reach surgeon in better condition 
Because the plastic envelopes are 
quickly and easily opened at the last 
moment, deterioration due to exposure 
on the suture table does not occur and 


gut sutures do not stiffen and dry out. 
*Trademark 

tCurtiss-W right Corporation's registered trademark 
for their plastic foam used in this bandage 


Further, the sutures are delivered in a 
loose coil rather than on the usual 
tightly-wound reel. As a result, the sur- 
geon is more certain to receive a supple, 
kink-free, uniformly strong suture every 
time. 
Complete line available 

Both absorbable and non-absorbable 
sutures are available in the new Sur- 
gilope SP package. Materials include 
surgical gut, silk, nylon, polyethylene, 
cotton, and stainless steel. Sutures are 
packaged either ready-armed with 
Atraumatic® needles or as standard 
and pre-cut lengths. Hospitals can now 
standardize on Surgilope SP sutures 
and completely eliminate jars, storage 
solutions and the nuisance of different 
preparation technics. 


0.R. Nurses find change-over easy 
Because of the simple preparation tech- 


INDIVIDUAL PLASTIC SUTURE PACKAGING HERALDS 
GREATER SAFETY FOR PATIENT AND PERSONNEL 


nic, the change to the new suture pack- 
age presents no problems to the hospital. 
In a matter of minutes nurses can learn 
to strip open the outer envelope and 
serve the sutures quickly and correctly. 
Three safe and efficient methods of 
dispensing Surgilope SP sutures are 
available: circulating nurse technic, 
drop technic and circulating to suture 
nurse technic. This choice of practical 
technics assures a variation suitable to 
every operating room situation and 
maximum efficiency under all circum- 
stances. 


Film available for hospital showings 


The new sound and color film describ- 
ing the use and advantages of the Sur- 
gilope SP plastic double-envelope suture 
package —with comment by Dr. Carl 
Walter —is now available for showings 
to hospital audiences, medical societies 
and other interested groups. Arrange- 
ments may be made through local Sur- 
gical Products Division representatives, 
or by writing to American Cyanamid 
Company, Surgical Products Division 
Sales Office, Danbury, Connecticut. 


New CURON’ Elastic Foam Bandage Has Unique hivantags 


“One of. the most important recent 
developments in the elastic bandage 
field!” That’s been the reaction of one 
physician after another on trying the 
new Curon elastic foam pressure band- 
age. 

Since its introduction at the Chicago 
meeting of the American College of 
Surgeons late last year, Curon’s unique 
properties have brought it rapid accep- 
tance throughout the medical profes- 
sion. 

A totally different type of pressure 
bandage, Curon is composed entirely 
of a newly developed, highly porous 
plastic. It contains no fabric, no rubber 
... may be washed and autoclaved with- 
out deterioration, and is physiologically 
inert. Because it clings to itself, Curon 
is exceptionally easy to apply, even in 
hard-to-bandage areas. This same prop- 
erty helps it to stay neatly in place 
where other elastic bandages tend to 


slip or creep. 

Extremely elastic, Curon permits 
precise regulation of tension to meet 
individual requirements. Its surprising 
lightness and unique porosity help 
speed healing and greatly enhance pa- 
tient comfort. 

The new Curon bandage is available 
in 2”, 3”, 4” and 6” widths, individually 
boxed in 3 yard rolls. Readers wishing 
to place an initial order may do so 
through their Surgical Products Divi- 
sion Representative, surgical supply 
dealer, or by writing direct. 
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ANNOUNCE VIM’ DISPOSABLE 


SYRINGE AND NEEDLE LINE 


Meets Demand For Better Performance 
At No Increase In Cost 


The introduction this year of a com- 
plete line of sterile-packed Vim dis- 
posable syringes and needles, as well as 
a sterile Economy Needle line, climaxes 
a unique development program. Physi- 
‘cians and hospitals surveyed on the 
cross-infection problem showed a con- 
tinuing desire for better-functioning, 
more economical disposable hypoder- 
mic equipment. Hundreds of comments 
and criticisms on existing “disposables” 
were catalogued and the new Vim line 
was literally “designed to order” to 
meet ideal specifications. 


Vim disposables offer precision performance 
The new Vim disposable syringes and 
needles incorporate many improved 
construction and performance features. 
For example, the point of the Vim dis- 
posable needle has new side bevels and 
is so sharp that it actually penetrates 
tissues more easily than many standard 
needles. The cannula is heavy-gauge 
stainless steel, rugged enough to safely 
resist bending or breaking and certain 
not to rust before use. The cannula is 
fused—not simply glued—to the plastic 
hub to provide new protection against 
breaking or leakage at this vulnerable 
spot. The hub is square, like standard 
needles, for easier handling. It is pre- 
cision molded to guarantee a leak-free 
fit on any standard or disposable sy- 
ringe and is easily removed from the 
syringe after use. Vim disposable 
needles are packaged in a new, indi- 
vidual snap-open pack of clear, durable 
wet-proof plastic. 


The new Vim disposable syringe 
closely matches the heft, feel and satin- 
smooth action of the finest Vim 
standard syringes. Made of heavy-duty, 
chemical-resistant Cymac® plastic—a 
new development of American Cyan- 
amid research —the syringe has the 
weight, balance and length ideal for 
convenient use. Because barrel and 
plunger afe molded of the same mate- 
rial a perfect fit without “wobble” or 
“backfire” is assured. Accurate, easy-to- 
read calibrations and flat plunger end 
assure precise dosage. Transparent Luer 
tip clearly shows aspiration of blood. 


New VIM Sterile Disposable Syringe 
is a precision instrument 


The new Vim disposable syringes and 
needles—sterile-packed in strong, fast- 
opening polyethylene envelopes —are 
available separately or as complete sy- 
ringe-and-needle units. 
Economy needle line offered 

To fill the gap between the standard 
and fully disposable Vim lines, Surgi- 
cal Products Division has also an- 
nounced a special Economy Needle. 
Packaged sterile in the new snap-open 
plastic pack, it is suitable for one-time 
use, but because of its metal hub and 
rugged, stainless cannula it may 
be re-sterilized and used again. The 
Economy Needle provides the bene- 
fits of new-needle sharpness for lim- 
ited use and is inexpensive enough to 


VIM Sterile Disposable Needle comes 
in all-plastic, snap-open pack 


be discarded before time-consuming 
resharpening is required. 

Lower costs achieved 
In developing the Vim disposable lines, 
much attention was given to perfecting 
more efficient manufacturing technics, 
As a result, production costs have beep 
controlled despite the many higher 
quality features which the new products 
incorporate. The new Vim disposables 
actually sell at prices comparable to, or 
even lower, than those of present dis. 
posable brands. And for hospitals that 
take advantage of the extra discounts 
possible with the Surgical Products 
Division Direct-Purchase Plan even 
greater savings are possible. 


DOESN’T IT STICK? 


orate MESH IS KEY TO SUCCESS OF 
NEW OWENS? STERILE NON-ADHERENT DRESSING 


Hailed as an important advance in 
wound dressing technic, Owens contact 
dressing prevents wound adherence 
without occlusive ointments or other 
impermeable wound coverings! The 
dressing’s unique “microgauge” mesh 
effectively bars capillary penetration, 
yet allows liquid exudates to pass freely. 

Owens Non-Adherent Dressing has 
been used for 4 years in leading hospi- 
tals to hasten healing and improve 


cosmetic result on burns, granulating 
areas, skin graft donor sites, and sur- 
face wounds. Now available sterile, in 
individual envelopes, Owens Dressings 
are ideal for routine hospital, office and 
emergency use to improve healing and 
minimize painful tearing of wound 
surfaces. Dressings are supplied Plain, 
or Neomycin-Treated for infected or 
potentially infected surfaces. Both types 
come in 3” x 8” and 8” x 12” sizes. 


CHECKS WOUND ODOR Al AT SOURCE 


Surgaire* Deodorant Spray Employs New Principle 

Positive control of the most offensive 
wound odor for more than 12 hours 
per application is now possible with 
Surgaire, a new sterile aerosol deodor- 
ant introduced by Surgical Products 
Division. 

Unlike spray or wick-type deodor- 
ants which merely mask airborne odors 
with their own strong scent, Surgaire 
is designed to be sprayed directly on 
the dressing covering the wound. Act- 
ing at the source, it checks odor by 
chemical action before it can permeate 
the air of the sick room. Employed rov- 
tinely wherever wound odor is a prob- 
lem, this effective, easily applied deo- 
dorant can do much to improve morale 
of patient and attending personnel in 
hospitals, nursing homes, cancer clinics, 
as well as in the home. 
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Health Insurance Newsletter 


By State Sen. George R. Metcalf* 


Group Insurance Forum. The Group Insurance 
Forum of the Health Insurance Association of Amer- 
ica took place this year at the Biltmore Hotel in 
New York City, in mid-February. Among the high- 
lights from the various talks presented were the 
following: 


—A prediction by Robert R. Neal, of the HIAA 
that the next two years will be a period of “very 
active concern” for the health insurance business as 
far as Federal legislation is concerned. 


—A claim by J. F. Follmann, Jr., of the HIAA, 
that the keen competition existing among American 
health insurers of all types “has spurred experi- 
mentation to devise new and better benefits and 
approaches.” 


—A report, by Carman A. Naylor, Group Actuary 
of the London Life Insurance Company of Ontario, 
that the introduction of government hospital plans 
in Canada had resulted in a “substantial reduction” 
in business but that losses “should be replaced in a 
short time” — chiefly in the realm of supplementary 
health coverage. 


Forand Bill Back. As predicted here last October, 
the Forand Bill, which succumbed in the last Con- 
gress to the opposition of the American Medical and 
American Hospital Associations, has been reintro- 
duced into the current session. 


Representative Aime J. Forand (D., R.I.) presented 
his measure which would provide older citizens, in 
effect, with hospital and surgical insurance for life. 
The move is backed by the AFL-CIO. The AMA 
still takes the position that this is a step toward 
“socialized medicine.” 


Eventually, the measure would require large in- 
creases in Social Security taxes on both employees 
and employers. However, it would provide up to 60 
days a year of hospital care for Social Security bene- 
ficiaries and also would pay for care in a nursing 
home and for surgical services. 


Labor Reaction to “65-Plus.” Nelson Cruikshank, 
Director of the AFL-CIO Department of Social Se- 


curity, calls the “65-plus” health insurance policies 
“good as any that private, commercial insurance 
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carriers can come up with,” but concludes that “their 
best is not nearly good enough.” 


Among the reasons he cites are: 


1. The full $6.50 monthly premium cost is borne 
by the old persons alone with no cost-sharing by 
younger people, etc. 


Canadian Hospital Insurance. In April, 1957, the 
Canadian Parliament provided that when six of the 
nation’s ten provinces with half of its total popula- 
tion agree to cooperate, the Minister of National 
Health and Welfare will contribute about one-half 
of the operation expenses of provincial hospital 
insurance plans. Seven have now done so. 


Those enrolled get—free of charge and without 
limit of time — standard ward hospital care, drugs, 
diagnostic and laboratory services and operating 
room facilities. Slight variations in benefits exist 
among the provinces, with Alberta and British Co- 
lumbia imposing a $1-$2 a day “deterrent charge.” 
Substantial differences exist in the way the plans 
are financed. According to the New York Times of 
February 16, “In Alberta and Newfoundland the 
provincial share of the costs is met out of general 
funds; in Manitoba, Ontario and Saskatchewan 
through premium payments (of $20-$25 a year for 
single persons and $48-$50 for families) by those who 
are covered, and in British Columbia and Nova 
Scotia through a sales tax. A great advantage in 
this diversity is the opportunity to profit by com- 
parative performance.” 


The Canadian experience, the Times notes, will 
be useful for study there and elsewhere — “especially 
for Blue Cross plans, the functions of which the 
provincial plans have largely taken over. But even 
there the whole field of medical and surgical treat- 
ment is still open for voluntary pre-payment plans.” 


“Making the Most of Your Years.” This is the title 
of a new Public Affairs Pamphlet (No. 276, 25c) by 
Evelyn Hart, offering suggestions for growing old as 
painlessly as possible. The section on “Hospital and 
Health Insurance” reads: 


(Continued on next page) 
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HEALTH INSURANCE continued 


“The expense that illness entails is often a major 
worry for elderly people and for their relatives. 
With incomes greatly reduced in later years, they 
find it difficult, perhaps impossible, to pay for essen- 
tial medical or hospital care. More and more people 
are subscribing to special plans for financing hospital 
care, but ironically enough, eligibility for such in- 
surance is usually limited to persons under 65. So 
those whose needs are greatest and who are living 
on reduced incomes often are unable to buy insur- 
ance protection. This problem is arousing concern. 
Many sugegstions have been offered to assure life- 
time protection.” 


Costs of Medical Care. Some striking facts about 
the rapidly rising cost of hospitalization and medical 
care are presented in the leading article in the De- 
cember, 1958, issue of “Business Review” published 
by the Federal Reserve Bank of Philadelphia. The 
article’s conclusion is particularly noteworthy: 


“Blue Cross rates have gone up from time to time 
as a consequence of rising hospital costs, increased 
use of hospitals and improved hospital care provided. 
The statement has been made that Blue Cross is in 
danger of pricing itself out of the market. The 
probability of that happening is just about as great 
as the chance that people will stop eating because 
the cost of food is too high. 


“Suppose that all of our hospitals were modern 
and up-to-date, that all were adequately staffed, that 
all inefficiencies were eliminated, and that all costs 
had been cut to the irreducible minimum. As a 
result of all this, it might be possible to reduce your 
hospital bill materially. Whatever the reduction in 
the size of the bill, it would still be a shock to the 
individual. This is not to say that unnecessary costs 
should be tolerated, but there is no escape from the 
simple and obvious truth that it costs money to run 
a hospital and, as someone has said, ‘It isn’t so much 
the cost of the thing as the uncertainty of it that 
causes most people to complain about hospital bills.’ 
The insurance feature of Blue Cross eliminates that 
big uncertainty and substitutes for it a small con- 
stant cost. For family protection, that amounts to 
the price of a daily pack of cigarettes.” 
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theory that money, in a sufficient amount, will 
always motivate employees. 

Financial incentives must not be_ neglected, 
However, after the employee’s individual financial 
sufficiency has been achieved, then nonfinancial 
incentives come into greatest play. Identity, op. 
portunity, and equity form an important trinity 
of such incentives. 


Aid from Sciences 
Lists Benefits for Administrator 
In Studying Behavioral Sciences 


Study of the behavioral sciences, in my opinion, 
can benefit administrators in four ways: 


(1) It can provide them with a point of view 
— consisting of recognition of the importance of 
the person behind every deed and decision, and a 
desire to seek answers to questions empirically. 


Administrators should not be misled because 
they do a great deal of work with papers and 
other “things.” While they are manipulating sym- 
bols, they are in danger of overlooking the im. 
portant fact that they are actually manipulating 
people. 

(2) It can alert administrators to the diverse 
methods which are available for studying people 
—such as tests, survey technics, natural experi- 
ments, and systematic observational technics. 


(3) It can provide an understanding of the 
basic concepts for studying human behavior. Role 
theory is a good example. 


(4) It can provide administrators with some 
background in the essential findings of the be. 
havioral sciences, to acquaint them with what we 
know about people and how they react under 
various situations. — Gary Steiner, Ph.D., assistant 
professor of behavioral sciences, School of Busi- 
ness, University of Chicago. 


For additional reports on congress lectures and 
seminars, see Part I of the report, which appeared 
on pages 22-25 of the March issue.— THE EDI- 
TORS. 


Hospital Trustee Institute 
Held in March at Philadelphia 


The second annual Hospital Trustee Institute was 
held Tuesday, March 31, at the Franklin Institute, 
Philadelphia. Theme of the meeting was “Trends 
in Hospital Finance.” 


Brandon Barringer, secretary, Hospital Council 
of Philadelphia, and trustee, Jefferson Medical Col- 
lege, acted as chairman. 


Subjects included ‘Trends in Hospital Operat- 
ing and Capital Costs”; “Patient Income in Hos- 
pital Finance”; and “Taxation and Philanthropy 
in Hospital Finance.” 
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Nursing Services in the Hospital 


Organization of the Labor 


and Delivery-Room Suite 


Last in a series 


By John H. Gorby* 


@ This article, the last of four installments on organi- 
zation of the nursing services, is also the final article 
in this sertes, which has been a regular monthly fea- 
ture of HOSPITAL TOPICS since November, 1956. 


We wish to express thanks for the many compli- 
mentary remarks which readers have made about the 
series and about many of the individual articles in 
it. We also want to take this opportunity to acknowl- 
edge the many contributions made by the staff of 
John G. Steinle and Associates, Garden City, N.Y., 
in the correlation and preparation of this material for 
publication. —THE EDITORS. 


The administration of the labor and delivery suite 
is somewhat anomalous in that there is no other area 
of the hospital which is subject to such strict gov- 
ernmental controls, yet is operated so differently 
from hospital to hospital. Often the wide range 
of difference in administration of the labor and 
delivery suite may be attributed to variations in 
planning and design of the hospital, and to the 
obstetrical staff's methods, procedures, and concepts 
of patient care. The latter may be influenced by 
such considerations as: 


The proportion of general practitioners to board 
men. 


The size of the unit. 


Whether cesarean sections are performed in ob- 
stetrics or surgery. 


Whether obstetrical anesthesia is administered 
by anesthesiologists or nurse anesthetists or whether 
is consists largely of saddle blocks administered by 
the obstetrical staff. 


Even the basic functions of the labor and delivery 
suite may vary from hospital to hospital. The suite, 
in addition to provision for progressed labor and 
delivery, may embrace the following functions, pro- 
vision for which depends upon the program as dic- 


*1816 Lincoln Ave., San Diego 3, Calif. 
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tated by the practice of the staff: 
(1) Admission and preparation 


(2) Early labor and pre-labor for induced labor 
cases 


(3) Recovery and postdelivery 


(4) Surgery for cesarean sections. 


LOCATION 


The obstetrical unit should be placed in a cul-de- 
sac or dead end so that, even with future expansion, 
through traffic would be avoided. The location of 
the suite within the hospital will depend to a large 
degree on the anticipated obstetrical load. If the 
load is to be heavy, there is justification for having 
the unit on the ground floor or on one of the lower 
floors. 


EXTENT OF FACILITIES 


In a community in which the median age is low, 
ordinarily the total need for hospital beds will be 
low, but the need for maternity beds will be high. 
The number of maternity beds in a community 
should not depend on a fixed ratio of the total beds, 
but rather on the number of births yearly and the 
average day stay as dictated by local medical practice. 


A general rule, based upon an average five-day 
stay and 70 percent occupancy, would provide .02 
beds for each birth per year in the community. Thus 
a community with one hospital and 1,500 births 
annually will require 30 obstetrical beds.. All full- 
term births, whether live or still, should be included 
in the computation of the number of births annually. 
To take into consideration various lengths of day 
stays, one can use the following formula: 


Number of beds — X (average day stay) times Y 
(number of live births annually) divided by 250 
XY 
(250). The 250 represents the number of days in 
the year reduced to compensate for occupancy and 
(Continued on page 44) 
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NURSING SERVICES 
(Continued from page 41) 


experience in hospital deliveries to total deliveries. 
For example, if the average day stay is planned for 
eight and the number of live births annually for 
the area to be served is 1,000, the number of ma- 
ternity beds to provide for current use would be 
1,000 x 8 

250 , or 32 beds. 


The number of labor rooms, delivery rooms, and 
beds will depend to a large extent upon the medical 
practice in the particular community. If early la- 
bor is to be in the patient’s room, the number of 
labor beds required will be reduced. The percentage 
of the patient load that will have induction of labor 
will also affect the need for labor and delivery 
rooms. Usually, if ergotrate or other medical in- 
duction is used, a slightly longer average use of the 
labor room will ensue. 


The extent of planning for induced labor also will 
ordinarily depend on the medical practice in the 
community. Statistics indicate that in a community 
with a number of O.B. specialists, the number of 
induced deliveries will be proportionately higher. 
Distance and accessibility to the hospital are also 
factors, as there is a tendency to induce labor in 
patients who may find it difficult to get to the hos- 
pital after labor starts. 


If “normal delivery” (including the continued 
presence of the husband and a minimum use of 
anesthesia and narcotics) is to be the extensive prac- 
tice, early-labor or pre-labor rooms may be indicated, 
and the number of labor beds accordingly can be 
reduced. 


Experience has indicated that a delivery room can 
be used on an average for two and one-half deliv- 
eries a day. A general rule has stated that there 
should be one delivery room to every 20 beds. This 
is based on an average day stay of eight. Thus, to 
provide for a different average day stay, the same 
formula would apply: 

Number of delivery rooms = maternity beds 
xX average maternity day stay 

The general rule is that there should be two labor 
rooms to every delivery room. The number of labor 
rooms will ordinarily be reduced by 30 percent if 
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patients are to be admitted to pre-labor or early. 
labor rooms. 


ADMITTING AND PREPARATION 


Admitting and preparation procedures, like others 
in the suite, vary substantially from hospital to 
hospital. A patient may be admitted through the 
regular admitting facilities or through a special ad. 
mitting room which is usually adjacent to or a part 
of the emergency suite. 


More and more hospitals are admitting obstetrical 
patients through the admitting office, just as other 
patients are admitted. They are then routed directly 
to their rooms to be prepared, or to the labor suite. 


Some hospitals have a special preparation room 
adjacent to the labor and delivery suite but physi- 
cally located outside the unit. Thus it is available 
to all newly admitted obstetrical patients. Such a 
room is generally equipped with facilities for shower- 
ing, bathing, shaving, and the giving of enemas. 


The admitting room should have a desk, chairs, 
clothes hooks or lockers, examining table, sphyg- 
momanometer, stethoscope, pelvimeters, linen, gloves, 
lubricant, washbasin with hot and cold running 
water controlled by arm or foot levers, specimen 
bottles, and hospital history sheets. There should 
be a stretcher alcove. 


If patients in labor are sent to the labor and de- 
livery suite there should be a sufficient number of 
single labor rooms, equipped with the facilities neces- 
sary for admissions. 


EARLY LABOR AND PRE-LABOR ROOMS 


Specialized maternity hospitals and large maternity 
units of general hospitals often admit patients to 
special units adjacent to or part of the patient area. 
These rooms generally are in the immediate vicinity 
of the nurses’ station. The argument for such rooms 
is that early obstetrical patients do not need the 
high degree of nursing care and the space accom- 
modations of the labor room, but need enough 
nursing care that proximity to the station is desir- 
able. The “normal” delivery technic, which simulates 
environmental factors of home delivery, seems to rec- 
ommend such space. 


Certain hospitals have the early labor in _ the 
patient’s room. In some foreign countries the prac- 
tice is to have no special facilities for labor, in which 
event the ratio of delivery rooms to patient beds 
must be increased by approximately one-third. Such 
pre-labor rooms are often used as recovery rooms. 
Their proximity to the nurses’ station makes such 
dual use reasonable. 


LABOR ROOMS 


Labor rooms should be near the delivery rooms. 
If they are to provide only for advanced delivery, 
toilet facilities for patients will not be necessary. 
If they are to provide for early labor, toilet facilities 
will be required. Equipment for emptying, flushing, 
and cleaning patients’ individual bedpans should 
be immediately available. Arrangements for a bed- 
pan-flusher between each labor room will save the 
nurses a number of steps. 


HOSPITAL TOPICS 


Au 
two-l 
On | 
the 
cour 
gres: 
not 
Ir 
the 
gen 
the 
In | 
the 
mat 
whi 
ae 
ing 
mu: 
this 
I 
glo 
div 
hot 
: alt 
cal 
ex) 
in 
an 
th 
tic 
fo 
wl 
m 
| 


ea rly- 


TION 


others 
tal to 
h the 
al ad. 
a part 


etrical 
other 
irectly 
Sulte, 
room 
pl Lysi- 
‘ilable 
uch a 
LOWer- 
as. 
hairs, 
sphyg- 
loves, 
nning 
cimen 
hould 


id de- 
er of 
neces- 


ernity 
its to 
area. 
cinity 
‘ooms 
1 the 
ccom- 
desir- 
alates 
rec- 


the 
prac- 
vhich 

beds 
Such 
OMS. 
such 


OMS 


very, 
sary. 
lities 
hing, 
ould 

bed- 
» the 


PICS 


Authorities disagree on whether the labor room 
should be one or two beds. It is argued that the 
two-bed labor room gives members of the nursing 
staff a better opportunity to distribute their services. 
On the other hand, the single-bed room is psycholog- 
ically much better for the patient. In two-bed rooms 
the patient in one of the beds may become dis- 
couraged because the patient in the other bed pro- 
gresses more rapidly. The two-bed labor room does 
not lend itself to the “normal” delivery technic. 


In hospitals with three or fewer delivery rooms, 
the labor rooms sometimes must be used for emer- 
gency deliveries. To provide for this eventuality, 
the labor rooms should be at least 180 square feet. 
In hospitals with more than three rooms, it is often 
the practice to have small labor rooms (approxi- 
mately 100 square feet) and several large labor rooms 
which can be used as emergency delivery rooms. 


Labor rooms must be sound-conditioned. Light- 
ing and color should be planned to achieve maxi- 
mum patient relaxation. Soft music may help achieve 
this relaxation. Pastel colors are desirable. 


Each room should contain a bed with waterproof 
mattress, a chair, bedside table, sphygmomanometer, 
stethoscope, portable lighting equipment, rectal 
gloves, lubricant, a receptacle for soiled gloves, in- 
dividual thermometer, bedpan, and washbasin with 
hot and cold running water controlled by foot or 
arm levers. If analgesia is used, beds with crib or 
canvas sides must be provided. 


DELIVERY ROOMS 


Delivery rooms should be air-conditioned with tem- 
perature and humidity control and protection against 
explosion hazards. The dynamic character of activity 
in the delivery room, the emergencies which arise, 
and the need for integration with other units through 
the nurses’ station may justify an intercommunica- 
tion system. Each delivery room should contain the 
following equipment and supplies: 


—Delivery table with sections and level adjustments 
which permits placement of the patient in shock 
position. Lithotomy position for operative delivery 
may be maintained by manual support or with stir- 
rups. 


—Surgical or spot light. 
—Clock with a second timer. 


—Metal-topped instrument table on casters with 
instruments for normal delivery. 


—Sphygmomanometer and stethoscope. 


—Supply cabinet or built-in shelf space for sterile 
packages, instruments, suture material, antiseptics, 
oxytocic drugs, and syringes. 


—Separate and adequate equipment for anesthesia. 
Departmental policies and preferences will deter- 
mine the type of equipment needed. A conveniently 
placed small table should contain articles used by 
the anesthetist. 


— Suction apparatus available for immediate use. 


—Emergency instruments. The following equip- 
ment must be available at all times: several sterile 
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syringes with suitable needles; sterile instruments 
and gauze for packing the uterus; instruments for 
exposing the cervix and for repairing lacerations; 
solutions and equipment for the immediate adminis- 
tration of intravenous fluids; and a sterile package 
of instruments for cannulating a vein when vascular 
collapse makes venipuncture impractical. 


—Provisions for the care of the infant. There 
should be in each delivery room a heated bassinet 
containing no hazardous electric equipment; a table 
or tray with articles needed for treating thé cord 
and eyes; an acceptable method of identifying each 
infant; and resuscitation equipment consisting of 
facilities for suction, a tracheal catheter, and a means 
of administering oxygen. 


SCRUB-UP ALCOVE 


Scrub-up facilities should be provided between each 
pair of delivery rooms. Windows that afford a view of 
the delivery rooms are highly desirable for good 
control. Some authorities believe that the scrub-up 
alcove should have open access to both delivery 
rooms on either side. There should be a minimum 
of three sinks with gooseneck or other high outlet, 
and hot and cold water supply controlled by knee 
valves. 


OPERATING ROOM 


One delivery room should be a fully equipped oper- 
ating room used for cesarean sections. It must not 
be used for general surgical patients. The hospital 
having only an occasional cesarean section may find 
it necessary to use one of the general operating 
rooms. In this event, cesarean section should pre- 
cede other operations, and the most scrupulous tech- 
nic should be enforced to prevent infection. 


SUBSTERILIZING ROOM 


Sterilizing facilities must be furnished in the de- 
livery suite, even though this section will be sup- 
plied by the central supply room. It is suggested 
that a substerilizing room be providéd for the ob- 
stetrics suite, adjacent to the delivery rooms. Pro- 
vision should be made in any sterilizing area for 
water sterilizer, a small, high-speed instrument steri- 
lizer, a blanket and solution warmer, and a work 
counter with sink. 


CLEAN-UP ROOM 
One clean-up room for the obstetrical suite is suffi- 
cient. It should be furnished with a rim-flushing 
service sink with a bedpan-flushing attachment. 


OTHER FACILITIES 


In large units (averaging six or more deliveries a 
day) a small office is needed for the obstetrical super- 
visor. 


A doctors’ locker room should be provided, prefer- 
ably at the entrance of the obstetrical suite. It should 
be furnished with tables and chairs. Also needed 
are a clock, a bulletin board, an intercommunica- 
tion telephone, and individual lockers. A small space 
may be provided for dictating records. The recrea- 
tional area, with table, chairs, and other furniture 
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NURSING SERVICES continued 


will be larger than the area in the doctors’ locker 
room in the surgical suite. 


If there is no space provided elsewhere in the 
hospital, there must be included cubicles with cots 
and lockers, and adjoining shower, toilet, and lava- 
tory facilities. Acoustical treatment of this space 
is desirable. 


The nurses’ locker room likewise should be near 
the obstetrical suite. It should have lockers, showers, 
toilet, and lavatory facilities, and a bulletin board 
and nurses’ call indicator. There should be an in- 
tercommunication connection with the delivery room. 


A supply closet should be provided for storage 
of materials. A janitor’s closet with a receptor and 
space for a mop truck should be provided within 
the obstetrical suite. 


RECOVERY ROOMS 


With the increased use of plasma and oxygen therapy 
there is a tendency toward having recovery rooms 
in larger units. These are optional. Early or pre- 
labor rooms are perhaps ideal for recovery, as they 
assure all of the desirable objectives and still pro- 
vide adequate continuous utilization of the space. 
The patients in some hospitals are kept in the de- 
livery room for the recovery period. Often recovery 
is effectuated in the patient’s room. 


There is a general tendency by governmental agen- 
cies to require recovery rooms in all labor and 
delivery suites. In hospitals averaging less than 12 
deliveries per day it is not feasible to have staff 
members assigned specifically to the recovery room. 
Thus, the responsibility for operating the obstetrical 
recovery room is that of the labor and delivery- 
room staff. There are some distinct objections to 
this: 


— The same personnel are caring for patients in 
labor and for delivery and postpartum patients. 


— The labor and delivery area is one of the most 
dynamic in the hospital. Often, the personnel are 
needed to meet labor and delivery exigencies and 
the recovery room is neglected. Obviously, in such 
situations the patient can be better cared for in 
the nursing unit. It should be recognized that, un- 


“SIL SPRAY" 
LUBRICANT 


For Instruments 


Sil Spray puts a tough, thin, get ge 
film on all metals. It remains stable at all 
temperatures. Stays on during sterilization. 
SIL SPRAY IS SAFE! 
Sil Spray is not oil. It is non-toxic and will 
not injure metal, rubber, paint or cloth. 
Special silicone formula requires no other 
additives. 
ECONOMICAL! 
One can goes a long way. Save time by 
spraying instruments by the tray full. 

A “DUXE” PRODUCT 


Your dealer has it, or write— 


DUXE PRODUCTS. 
205 Keith Building Cincinnati 2, Ohio 


like the postsurgical recovery room, the obstetrical 
recovery room must be operated around the clock, 
seven days a week. 


ROLE OF SUPERVISOR 


The labor and delivery-room supervisor’s role is 
substantially different from that of the operating. 
room supervisor. While she is also responsible for 
assigning personnel, ordering supplies, developing 
standards, and assuring that personnel conform to 
standards, there are major differences between their 
departments which must be recognized: 

— Procedures cannot be generally scheduled in 
the labor and delivery suite. 


— The labor and delivery suite operates at sub- 
stantially the same level around the clock, seven 
days a week. 


As a result, many labor and delivery-room super- 
visors vary their schedules so that they can observe 
performances of the labor-room staff not only dur- 
ing the day but during other shifts as well. 


INSTRUMENTS AND SUPPLIES 


In the past, many labor and delivery-room suites 
did all their own sterilizing of supplies, including 
packs as well as instruments. Actually some states 
and municipalities required that this be done, insist- 
ing that “obstetrics be a completely self-contained 
unit.” 


In slightly more than half of the hospitals, linen 
packs are sterilized in the central sterile supply 
department. This is the recommended procedure. 
Most hospitals wash and sterilize instruments in the 
obstetrical suite. In the past year several hospitals 
have been experimenting with sending instruments 
to the central sterile supply department for cleaning 
and sterilizing. Others send them only for cleaning. 
This practice has been motivated by use of super- 
sonic cleaning equipment, which is very expensive. 
It is often not feasible to have more than one ultra- 
sonic cleaner in the hospital. 


Experience has indicated that if instruments are 
cleaned and sterilized in the obstetrical suite, three 
complete sets of instruments are needed for one 
delivery room. If instruments are cleaned elsewhere, 
whether or not they are sterilized elsewhere, four 
complete sets of instruments per delivery room are 
required. 

If a hospital has more than two delivery rooms 
and cleaning is done in the suite and instruments 
are centralized for the entire unit, then only two 
sets of instruments per delivery room are required. 
If instruments are cleaned elsewhere, two sets per 
delivery room plus two additional sets will suffice. 


Whether or not linen packs are assembled and 
sterilized in the suite, a minimum of 120 cubic feet 
of shelving for sterile packs should be provided 
per delivery room. 


Many hospitals no longer use large quantities of 
sterile water in the delivery suite. They use tap 
water. This procedure is still somewhat controversial. 
If water is to be sterilized it should be flasked, and 
an additional 30 cubic feet of storage per delivery 
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room should be furnished. 


For all items—packs, other linens, sterile water, 
intravenous solutions, whole blood (where proce- 
dure requires a standard supply in the obstetrical 
suite), and drugs—a standard should be maintained. 
Either routine deliveries should be made each day 
for all of these items, or requisitions should be made 
to bring the stock up to the standard inventory 
level. If the delivery suite is adjacent to the post- 
artum nursing unit, as it should be, the floor secre- 
tary (for the obstetrical unit) can be trained to 
prepare the requisitions for these items. 


STAFFING 
One of the major problems in the labor and delivery 
suite is planning for adequate staff. Either there is 
too much work at one time or not enough. Many 
factors relating to policy and procedures influence 
the staffing of this unit. There is one cardinal rule: 
Every professional nurse should learn to do every- 
one else’s job. The greatest single requirement of 
personnel in this department is flexibility. 


A few hospitals have developed what may be re- 
ferred to as “a checking-out procedure” for new 
personnel. Each day for several weeks each new 
nurse is assigned to do certain tasks. When she has 
demonstrated a proficiency in each function she is 
“checked off” and is given a different assignment. 


Ideally, nurses should be assigned to labor rooms, 
to delivery rooms or to recovery, but it seems im- 
possible to achieve the ideal, and the labor-room 
nurses often spend a larger part of their time in 
the delivery rooms and the delivery room nurses 
end up in the labor and recovery rooms. 


While it is not desirable, it is often necessary for 
the delivery-room staff to assist with postpartum 
patients and for the nursing personnel from the 
postpartum area to assist with labor and delivery 
during peak periods in the labor and delivery rooms. 


Theoretically, the work loads of the.three shifts 
should be the same. Although it often appears that 
most births occur at the inconvenient period of from 
midnight to five a.m. this is not actually the case. 
A study of 50 hospitals of various sizes revealed the 
following distribution of time of births: 


8 am. to 4 p.m.—41 percent 
4 p.m. to midnight—31 percent 
Midnight to 8 a.m.—28 percent. 


This distribution can be attributed to the number 
of induced deliveries and cesarean sections. If 
cesarean sections are performed in the delivery suite, 
there should always be a nursing team available. 
Labor and delivery-room nurses may be specifically 
designated as members of the “cesarean team” and 
when they are needed for this special assignment 
they can be replaced in their other duties by other per- 
sonnel. At least the “charge nurse” in labor and 
delivery on the evening and night should be ex- 
perienced in cesarean section procedures. It is often 
a good idea to bring these charge nurses in occa- 
sionally for “refresher” experience during the days. 


Exhibit I is a suggested staffing pattern. The 
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following table indicates the number of people re- 
quired, according to this staffing pattern. This table 
takes into consideration Saturday and Sunday cover- 
age, holidays, vacation, and sick leave. 


Staffing Requirements for Labor and Delivery 
Suite — by Size of Unit 


20 0.B. beds 400.B.beds 60 0.B. beds 
2 labor rooms 4 labor rooms 6 labor rooms 


1D.R. 2 D.R.’s 3 D.R.’s 
Supervisor ] 
Charge Nurse 2 2 3 
Labor and D.R. Nurse 5 1] 15 
Nurse’s Aide 2 3 4 . 
Total 10 17 23 
Exhibit | 


Suggested Staffing Pattern 
Labor and Delivery Suite 


8 a.m.- 


4 p.m.- 
4 p.m. 


Midnight- 
Midnight 


8 a.m. 


20 obstetric beds 
1 delivery room 
2 labor rooms 


Supervisor l 

Charge nurse 
Labor and D.R. nurse 1 
Nurse’s aide ] 1 


40 obstetric beds 
2 delivery rooms 
4 labor rooms 


Supervisor 

Charge nurse 1 1 
Labor and D.R. nurse 3 2 2 
Nurse’s aide ] ] 


60 obstetric beds - 
3 delivery rooms 
6 labor rooms 


Supervisor 

Charge nurse 

Labor and D.R. nurse 
Nurse’s aide 


oo 


CAN YOU TOP THIS 


“WHIRLWIND’ 
Rotary-Type Suction Pressure Unit 


ror $13 500 


Not a cheap, diaphragm-type pump. Whirl- 
wind is a precision built rotary, quiet as a 
whisper, powerful as a giant. Air and vacuum 
controls, gauges, filters, automatic cut-off, 
automatic oiling and muffler. Mounted on a 
stand with stainless-steel top and shelf and 
1 gallon receiver bottle with separable coup- 
lings for quick removal. Thousands in use. 
Guaranteed for 3 years. , 

Other models available at comparable prices. 


Write for literature. 


WOCHER’S 


COMPLETE HOSPITAL SUPPLY 
609 COLLEGE ST. CINCINNATI 2, 0. 
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By David H. Tarlow, C.P.A. 


Senior Partner, D. H. Tarlow & Co. 
Hospital Accountants and Auditors, New York City 


Q. Would you recommend that we make a formal 
recording on the books of account whenever a pa- 
tient’s check is returned for non-payment, or is it 
sufficient to redeposit the check? 


A. We believe a better record would be maintained 
if the transaction reflecting the return of the check 
would be recorded in the following manner: 


(1) Cash Disbursements Journal on the return 
from the bank. 


Dr. Accounts Receivable 
Cr. Cash 


(2) Debit entry on patient’s account card with 
explanation. 


(3) Cash Receipts Journal when the item is 
redeposited. 


Dr. Cash 
Cr. Accounts Receivable 


(4) Credit entry on the patient’s account 
card with explanation. 


The reason for this procedure is that there is often 
a time lag in redepositing the check. At times, the 
credit office will call the patient and receive either a 
new check or cash in payment of the account in a 
future accounting period, and in others the account 
is deemed to be a bad debt. The foregoing entries 
will insure recording in the proper accounting 
period. 


Q. If an employee is absent from work due to ill- 
ness for one week and is paid in full, may she deduct 
this sum from her taxable income in determining 
the income tax due? 


A. Where an employee’s absence from work is due 
to sickness, payments for loss of wages attributable 
to the first seven calendar days of absence are taxable 
income unless the employee is hospitalized on ac- 
count of sickness for at least one day during the 
period of absence. If the employee’s absence is due 
to an injury, then all payments for loss of wages 
(subject to the $100 per week limitation) including 


those for the first seven days of absence, or absence 
for part of each work day (for medical or surgical 
treatment, etc.), are exempt from tax even though the 
employee is not admitted to a hospital for treatment, 
In other words, the seven day waiting period is ap- 
plicable in case of sickness only if no hospitalization 
occurs during the employee’s absence. Sick pay 
received for a period of absence due solely to preg. 
nancy is not excludable. But it is excludable if it 
is received for a period of absence due to sickness 
during pregnancy, whether such sickness is due to 
pregnancy or some other cause. 


Q. In confirming patients’ accounts receivable, do 
you include those accounts which have been trans. 
ferred to a collection agency? If so, why? 


A. It has been our practice to include a sampling 
of all outstanding accounts, whether or not such are 
in the hands of a collection agency. There is always 
the possibility of error in reporting payment, or 
funds may be withheld to pay for collection fees 
which should be reflected on the hospitals’ books 
of account. In addition, the result of the mailing 
will have a bearing on the amount of reserve which 
should be carried for “uncollectible accounts.” 


Q. Can you advise me whether audit working pa- 
pers are the property of the auditors or the client 
for whom the services were performed? 


A. Auditors are usually engaged to perform specific 
services. At the completion of the engagement a 
report is rendered containing the result of the exam- 
ination and the auditor’s comments. As a matter of 
custom, it would appear that the audit work papers 
are the property of the auditors. The only legal 
case with which the writer is familiar occurred in 
Massachusetts where the Supreme Judicial Court 
held in favor of the auditors when a client sued for 
delivery of the audit work papers. 


Q. Our hospital operates on a fiscal year basis end- 
ing June 30. In September of 1958 we received some 
stocks and bonds as a legacy. These were recorded 
on the books of account at that time at a nominal 
value of $1.00. Can you advise me as to what type 
of schedule should be prepared for the Board of 
Trustees prior to closing? 


A. The following information should be of mutual 
assistance to your board and the hospital auditor: 


(1) Number of shares or face value of bonds. 


(2) Description or name of security. Give 
interest rate of bonds, rate of interest if 
preferred stock, etc. 


(3) Denomination of bonds or par value of 
shares. 


(4) Interest and dividends received during 
the period under review. 


(5) Market quotations. State source of quo- 
tation if stock is not listed on a regular 
exchange. 


(6) Location of securities, and if hypothe 
cated, with whom and for what purpose. 


(7) Transcript of sales if any items are sold. 
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Weighs only 161/, Ibs. 


Complete with Yankaver 
suction tube and 
utility wrench 


| | COMPARE THESE FEATURES 


@ Totally enclosed heavy duty motor... 
requires no lubrication... rubber mounted to 
insure quiet, vibrationless operation 


@ 32 oz. suction bottle 


Perfectly balanced... 
easy to carry 


e Simple filtering system...suction gauge 
and regulating valve 


e Durable finish... Sklar two-tone baked enamel 


Sklar Equipment is available through 
accredited surgical supply distributors 
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Q. As chairman and cae of the physician mem- 
bers of the Joint Conference Committee, I have been 
studying the problem of nursing standards. Could 
you provide me with an adequate criteria for nursing 
personnel? 


A. The following is a suggested standard based on 
studies of 18 hospitals: 


Percent of General Nursing 


Hours to be Given by 
Average Number of (1) (2) 
General Nursing Professional Other 
Hours per Patient Personnel _— Personnel 
Ward and semiprivate 
accommodations 
Medical 3.2 51 49 
Surgical 3.6 46 54 
Mixed (medical and 
surgical) 3.4 51 49 
Obstetrical 
Postpartum mothers 2.7 60 40 
Newborn infants 3.0 70 30 
Pediatrics 4.1 55 45 
Private accommodations 3.3 57 43 


Generally speaking, the principal factor in varia- 
tion from hospital to hospital was the size of the 
nursing unit. Following is a typical example of the 
difference in the table of organization between a 
30-bed medical unit and a 40-bed unit. 


TYPICAL TABLE OF ORGANIZATION 
30- and 40-Bed Medical Nursing Units 


Professional 30-Bed Unit 40-Bed Unit 
Head Nurse i 1 
Day Shift 3 3 
Afternoon Shift 2 2 
Night Shift 1 1 
Nonprofessional (Female) 
Day Shift 2 3 
Afternoon Shift 1 1 
Night Shift 1 1 
Nonprofessional (Male) 
Day Shift 1 1 
Afternoon Shift V2 1 
Night Shift 1 1 


The ratio of nursing hours per bed in the above 
is 3.5 for the 30-bed unit and 2.9 for the 40-bed unit. 


I think the question should be raised as to why 
a member of the Joint Conference Committee is 
obtaining information on standards of nursing serv- 
ices. The table of organization, the number of per- 
sons to be assigned a given function, is the respon- 
sibility of administration not of the medical staff. 
The medical staff may register a complaint through 


Consultant's Corner 


By John G. Steinle 


the Joint Conference Committee when it is believed 
that nursing is not adequate. Administration may 
then identify its staffing pattern and explain the 
basis on which level is determined. 


If every member of the medical staff, whether or 
not he is on the Joint Conference Committee, sought 
information on the administrative details of the 
hospital and attempted to use this data, an anarchy 
would result. The physicians would be wasting their 
time and talent on administrative matters that they 
are not trained to deal with. 


Q. On what basis should anticipated growth of 
the community influence the bed capacity of a new 
building? 

A. A hospital should not be constructed on the 
basis of projected or anticipated future growth ex- 
cept in the most unusual circumstances. 


Immediate construction should be planned on the 
basis of current requirements. The plan should be 
such that future additions can provide for popula. 
tion growth in the community. A long-term master 
plan should be provided so that future additions can 
be constructed in an orderly and_ well-planned 
fashion. 


As we have said a number of times before in 
this column, hospital beds should be planned after 
careful consideration not only of all factors of need 
but also after considering all hospital and medical 
services provided or planned in the community. We 
think that the danger of overbuilding is very real. 
It may not be apparent because often unneeded 
beds are actually occupied. Overbuilding often leads 
to overutilization, which in turn generally causes 
excessive Blue Cross premium rates. 


Q. Do you advocate the installation of a sterilizer 
in an isolation nursery? 


A. It is difficult to determine what kind of a steri- 
lizer is contemplated. In any event, I would not 
suggest any type of sterilizer in the isolation nursery. 
Boiling type sterilizers for nipples, instruments, etc. 
would not do the job. A pressure sterilizer would 
be too expensive, take up too much room and might 
disturb the air conditioning. There is no reason 
why items to be sterilized can not be bagged and 
sent to sterile supply, where the sterilization will be 
done properly. 
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CRUSHING INJURIES OF THE CHEST 


Breathing done for the patient to produce alkalotic apnea 


PATIENT 


VARIABLE 
MOTOR SPEED 


Prolonged passive hyperventilation by means of fixed volume 
intermittent positive pressure has aided dramatically in saving 
lives of patients with severely crushed chests — lives which 
once would have been considered hopelessly lost. 


The method replaces the alternating positive and subatmos- 
pheric pressures of active respiration, and provides, in effect, 
“internal pneumatic stabilization."’ This eliminates paradoxical 
respiration and overriding of costal fragments, and can replace 
all external means of chest wall stabilization. It prevents 
hypoxia and hypercarbia, and produces a mild sedation. 


By maintaining a short positive pressure phase between 
extended pauses, circulation and blood chemistry are not seri- 
ously altered. No later ill effects have been seen. 


The equipment used in this technique is the Mueller-Morch 
Piston Respirator, which provides a constant stroke volume 
which may be adjusted from 0 to 3,600 ml. It pumps room 
air or oxygen mixture through a humidifier to the tracheostomy 
tube, with a specially designed check-valve in the system near 
the tracheostomy tube to ensure exhalation as soon as the 
desired stroke volume has been delivered to the lungs. 


VARIABLE 
CRANK PISTON 


HUMIDIFIER 


AIR INTAKE —— FILTER » bs 
} VALVE 

OXYGEN 


Since the Mueller-Morch Respirator has sufficient stroke 
volume to compensate for laryngeal leakage, an uncuffed 
tracheostomy tube is preferred. The uncuffed Morch swivel 
tracheostomy tube delivers adequate ventilation, also prevents 
excessive pressures in the lungs, and stops secretions from 
entering the trachea by blowing them toward the mouth where 
they are easily accessible to the nursing staff. The considerable 
disadvantages of the cuffed tube are eliminated. 


The Mueller-Morch Piston Respirator is easily adjusted by 
balancing the stroke volume and rate of respiration against 
the patient's tracheobronchial resistance and pulmonary com- 
pliance. Alveolar COs tension is lowered just to the point that 
renders the patient apneic. 


The unit is compact, and built to operate over prolonged 
periods without need of servicing. It is designed to fit under 
most hospital beds. May be used to continue therapy in auto- 
mobile, ambulance, aircraft —an auxiliary hand bellows is 
incorporated for such use —or in case of electrical power 
failure, as well as in transportation of patients to other parts 
of the hospital. 


Detailed brochure and reprints are available 


Fine Surgical Instruments and Hospital Equipment 


330 South Honore Street @ 


Dallas Houston e 
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@ What Is Good Practice? 


time over the legal question: What course must a 
physician or surgeon follow to give a patient ade- 
quate and efficient care? 


The higher court clearly answered this legal ques- 
tion in the late and leading case of Groce v. Myers, 
29 S. E. (2d) 553. Here the testimony showed that 
relatives of a patient sued a hospital to recover dam- 
ages for alleged injuries inflicted upon the patient 
while she was at a hospital. The testimony showed 
that the patient in the hospital had been suffering 
with dysmenorrhea and difficult menstruation since 
the time of puberty, and she had now reached the age 
of thirty-three years. She had spells as the menstrual 
period approached, but otherwise her mental condi- 
tion was good. She was able to take care of herself, 
to do housework, to quilt, to make her own clothes, 
to help raise and take care of tobacco. 


Members of her family visited her while in the 
hospital and testified that she was bright, smiling and 
in geod condition. 


Later her father and two brothers went to the hos- 
pital and found her in a highly nervous and disturbed 
mental condition, having lost her faculties to such 
extent that she failed to recognize some members of 
the family. There were bruises of an aggravated na- 
ture all over her body. Her arm had been broken, 


was swollen to an enormous size and hanging down 
by her body. 


The father took the patient home and examination 
showed that the bruises upon her body and face were 
numerous. 


In subsequent litigation, a physician at the hospital 
testified that the patient, after admission into the hos- 
pial, became increasingly violent, making grotesque 
motions, stabbing at the walls with the tableware, 
tearing out the electric light, refusing to take her 
medicine, and becoming frightening to the nurses. 
He went to her room and attempted to quiet and con- 
trol her. She was under the bed, and in his attempt to 
get her out, he pulled her by the arm, with the result 
that the arm was broken. 


The lower court listened to the testimony and 
refused to hold either the physician or hospital liable 
in damages. However, the higher court reversed the 
verdict, and said: 


“The implication is that only a doctor can 
know from his own actuaria! or statistical ex- 
perience, or that of others handed down to him, 
what is good or bad practice in any case. .. . No 
reasonable person would contend that the break- 


Review of Hospital Law Suits 


@ Considerable discussion has arisen from time to 


By Leo T. Parker 
Attorney at Law 


ing of the patient’s arm was either necessary or 
desirable in treating her for her dysmenorrhea, 
nervousness or insanity.” 


COUNTY HOSPITAL IS IMMUNE 


Another legal question presented by hospital offi- 
cials relates to the liability of a county hospital for 
negligent injuries to patients. Generally speaking, the 
hospital is not liable. 


Hence, according to a late higher court decision a 
county which operates a hospital is immune from 
liability for the negligence of its agents, physicians, 
surgeons, and officials although the hospital charges a 
fee for treatment of patients. 


For example, in Waterman v. Los Angeles County 
General Hospital, 266 Pac. (2d) 221, the testimony 
showed that a county operates a hospital. One day a 
man, named Waterman, sustained an injury to his 
right leg by which the lower third of the tibia and 
fibula were fractured. Immediately after the accident 
he was received into the hospital for care and treat- 
ment of his leg. He agreed to pay for the room, for 
care and treatment. The fractured leg was not prop- 
erly set by a hospital physician. When removing a cast 
the leg was broken again and infection set in. Water- 
man sued the hospital for heavy damages. 


The higher court refused to award Waterman any 
damages, and said: 


“The law is firmly established in this state that 
a county, in operating a general hospital, does 
so in a governmental capacity; that the imposi- 
tion of a charge for service by such a hospital is 
not inconsistent with the exercise of a govern- 
mental function; and that a county is not liable 
for the negligence of its employees toward pa- 
tients therein.” 


VALIDITY OF TESTIMONY 
A review of late and leading higher court decisions 
disclose that if the neglect of a hospital, official, physi- 
cian, or surgeon relates to matters which are reasonably 
within the ken of the average layman.the jury may 
determine the liability of the hospital without the aid 
of experts. However, if it relates solely to the exercise 
of judgment in the application of skill and learning 
then the proof of the negligence must be made by 
experts such as competent physicians or surgeons. 


Moreover, it is well established law that malpractice 
is the neglect of a physician, surgeon, nurse or the 
like to use that degree of skill and learning’ in treating 
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a patient which is customarily applied in treating and 
caring for the sick or wounded similarly suffering in 
the same community. 


As above explained, proof of malpractice must be 
made by the testimony of experts. See Rasmussen v. 
§chickle, 41 P. (2d) 184. 


And in Lutheran Hospital, Cal. Sup. 163 P. (2d) 
860, 862, the higher court held that while the common 
law makes allowances for human weakness, in the 
application of skill and learning, yet the facts of each 
case must be judged according to their own merits. 


MUST PAY VALUE OF FREE SERVICES 


because Lawrence did not actually expend any money 


for the hospital and medical services. 


Nevertheless, the higher court approved the jury’s 


verdict, and said: 


“There is no merit to any of these contentions. 
The principal contention of the defendant (Ray- 
field) is that the District Court erred in allowing 
the jury to consider the reasonable value of the 
medical and hospital services furnished the plain- 
tiff at the Naval Hospital in Portsmouth. But in 
this connection you may also consider the: fair 
and reasonable value of the hospital and medical 
services rendered to the plaintiff (Lawrence) at 


Ns the Naval Hospital in Portsmouth, even though 
oF A few weeks ago a higher court rendered an outstand- said plaintiff (Lawrence) may not actually have 
ing decision holding that a person who negligently expended any money for said hospital and medi- 
UNE injures another person must pay the value of hospital cal services at the Government hospital.” | 
offi- and For comparison, see Baltimore v. Wright, 70 Va. 
for 431. In this case the court refused to allow the defend- 
, the For illustration, in Rayfield v. Lawrence, 253 Fed. ant in a wrongful death case to show that the de- 
Rep. (2d) 209, the testimony showed facts, as follows: ceased’s widow had received life insurance benefits as 
A man, named Lawrence, was seriously injured in an the result of the death of her husband. This court 
“ae automobile collision through negligence of one Ray- said: 
lone field. Lawrence was ee to 4 —e hospital a “The reason for the rule is that the wrongdoer & 
es a paid no money for his services. Later aa ton _— must compensate the injured party for the injury & 
Rayfield for damages. The aad 4 teed on he has committed, without any reference to other 
” $12,500.00 damages, which included hospital expenses. compensation. In other words, if the defendant | 
nae Rayfield appealed to the higher court on the con- is liable in damages, the extent of his liability a 
" ny tention that he should not be held liable for the fair is not to be measured by deducting financial if 
' ha and reasonable value of the hospital and medical benefits received by plaintiff from collateral if 
wall services rendered to Lawrence at the Naval Hospital sources.” bs 
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os Actual hospital survey shows: 
» INTERCHANGEABLE SYRINGES COST LESS 
3 TO USE THAN DISPOSABLES BY 2 TO 1 
le Disposable syringes cost you TWICE AS MUCH to use as re-use- 
- able ones! Figures proved this in a *survey made at a leading uni- 
versity hospital. 
NY The survey, based on 600 injections, showed total cost for 2cc 
' re-useable interchange syringe and needle for each injection to be . 
ions .05422, less than half the cost per injection with 2cc disposable 
rysi- syringe. Qualified hospital personnel said, ‘‘The ground glass syringe 
ably is of much better quality and is much more satisfactory to use than amas unaeaw wae 
may disposable syringes’. 
aid Eisele Interchange Syringes: 2ce with Luer-Lock, Metal or Glass Tip, $15.68 
'CISE 2ce in lots of one gross or more, $14.11 
ling Matched Syringes are even lower priced. 
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Harvey Adels- 
berg — has_ been 
appointed assist- 
ant director, 
Jewish Chronic 
Disease Hospi- 
tal, Brooklyn, 
N.Y. He was for- 
merly with the 
Brooklyn He- 
brew Home and 
Hospital for the Aged. 


R. C. Aldinger—has been named 
associate director and director of 
services, Jackson Memorial Hospi- 
tal, Miami, Fla., succeeding W. F. 
McLaughlin. 


J. D. Arnold—has succeeded James 
L. Ambrose as administrator, Doc- 


tors Memorial Hospital, Perry, 
Fla. 


I. Ellis Behrman—has retired as 
director, Newark (N.J.) Beth Israel 
Hospital, after 28 years of service. 


Robert F. Bilstein—has been ap- 
pointed assistant administrator, 
Sewickley (Pa.) Valley Hospital. 
He was previously administrator, 
Lutheran Hospital, Beatrice, Nebr. 


Paul A. Bjork—has been named ad- 
ministrator, Oak Ridge (Tenn.) 
Hospital. He was formerly adminis- 
trator, Community General Hos- 
pital, Sterling, Ill. 


Adam Coutts—has been named as- 
sistant administrator, Fremont Hos- 


Personally Speaking 


Attending the recent Catholic Hospital Association workshop for the improvement of schools 
of medical technology are, from left: Sister M. Charlotte, St. Mary’s Hospital, Enid, Okla; 
Rena Marie Roberts, St. Paul’s Hospital School of Medical Technology, Dallas, Tex.; Sister 
Marcella Marie, St. Mary’s Hospital, Minneapolis, Minn.; Sister Joan of Arc, Providence Hos 
pital, Kansas City, Kans.; Sister M. St. Michael, St. Mary’s Hospital, Clarksburg, W. Va.; Rev. 
John J. Flanagan, executive director, Catholic Hospital Association; Frank Coleman, M. D, 


president-elect, College of American Pathologists; W. |. 


Christopher, medical technology 


committee, Catholic Hospital Association; Sister Mary Antonia, St. Joseph Infirmary, Louisville, 
Ky.; and Sister Charles Miriam, Mt. San Rafael Hospital, Trinidad, Colo. The workshop was 


held January 26-31 in St. Louis. 


pital, Yuba City, Calif. He was 


formerly assistant administrator, 
St. Luke’s Hospital, Spokane, 
Wash. 


B. J. Caldwell 
—has been ap- 
pointed admin- 
istrator, Presby- 
terian Hospital- 
Olmsted Me- 
morial, Los 
Angeles, Calif. 
He was previ- 
ously adminis- 
trator, Memori- 
al Hospital of Glendale, Calif. He 


R.N., director of spe- 
cial services, Silver 
Cross Hospital, Joliet, 
lll., accepts plaque 
and $500 nursing 
scholarship for her 
hospital as award for 
winning 1959 national 
essay contest for oper- 
ating room nurses. 
Mrs. Meeker also re- 
ceived an all-expense 
trip to Houston, Tex., 
for the 6th National 
Congress of the Asso- 
ciation of Opercting 
Room Nurses. James 
D. Lierman of John- 
son & Johnson makes 
the presentation. 


Bernice N. Meeker, 


succeeds the late Percy F. Riggs at 
Presbyterian. 


John M. Cammarata, M.D. — has 
been named resident radiologist, 
Monroe General Hospital, Key 
West, Fla. 


Philip Egeth—has been appointed 
administrator, Long Beach (N.Y.) 
Memorial Hospital, succeeding 
William A. Kozma, who has be- 
come administrator, Brookhaven 
Memorial Hospital, Patchogue, 
N.Y. Mr. Egeth was previously as- 
sistant administrator, South Nas 
sau Communities Hospital, Ocean- 
side, N.Y. and had also served with 
Overlook Hospital, Summit, N. J. 


R. L. Epperson—has been ap- 
pointed administrator, King’s 
Daughters Hospital, Temple, Tex., 
succeeding the late W. A. Spencer. 
Mr. Epperson was formerly assist- 
ant administrator. 


Neil L. Gaynes — has been named 
administrator, Doctors General Hos- 
pital, Chicago, Ill. The new hos 
pital began operations in February. 


Joseph P. Greer—has been ap 
pointed director, Children’s Medi- 
cal Center, Boston, Mass. He was 
previously administrator, St. Luke's 
Division, Presbyterian-St. Luke's 
Hospital, Chicago, III. 


Betty L. Haspedis —has been ap- 


(Continued on page 57) 
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Setting a Standard in 
COL R G 


a TIME and LABOR saver 


Keeping pace with the B-D products already setting a standard in color 
coding...B-P STERILE Rib-Back Blade boxes are now color coded to fur- 
ther facilitate easy distinction. 

SAFE 

e PRACTICAL 


Gross box carries color code and blade number B-P Sterile Blade Dis- 
identity—color code and blade number repeated penser Rack available 
on each individual unit box—ready for placing in to B-P Sterile Blade 
6 unit B-P Sterile Blade Dispenser Rack. users on request. 


on Wilson surgeons’ gloves simplifies size iden- 

tification, saves sorting time. Every Wilson sur- 

geons’ glove—white latex, brown latex and brown @ SORTING 
milled—is available color-banded according to @ DISTRIBUTION 
uniform industry practice. @ INVENTORY 


—increases the purchasing power of your bud- 
get dollar by releasing personnel sooner for 
other duties. 


( ) BARD-PARKER COMPANY, INC. 
BP DANBURY, CONNECTICUT 
6,8%2,10 


A DIVISION OF BECTON, DICKINSON AND COMPANY 


B-P + RIB-BACK « IT’S SHARP + B-D * WILSON are trademarks 
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PERSONALLY SPEAKING 
(Continued from page 54) 


pointed director of nursing service, 


Sacred Heart Hospital, Spokane, 
Wash. 

Virginia Kellogg — has retired as 
medical record librarian, King 


County Hospital, Seattle, Wash. 
Jewell Drake is now acting libra- 
rian. 


Mrs. Mary A. Lloyd, R.N.—has 
been appointed director of nurses, 
Eugene Wuesthoff Memorial Hos- 
pital, Rockledge, Fla. She succeeds 
Muriel A. Krogh, R.N., who has 
become director of nurses, Fish 
Memorial Hospital, DeLand, Fla. 


Donald Maloney—has been ap- 
pointed laundry manager, St. James 
Hospital, Chicago Heights, Ill. He 
was previously laundry manager, 
Holy Cross Hospital, Chicago. 

William A. McClellan, M.D.—has 
been appointed director of clinics, 
Milwaukee (Wis.) County Hos- 
pital. He was formerly assistant 


director, general practice depart- 
Tennessee 
Memphis. 


ment, University of 
Medical School, 
Luther S. Mid- 
dleton—has been 
named director 
of food produc- 
tion, University 
Hospital, Balti- 
more, Md. He 
was previously 
cafeteria man- 
ager, Montgom- 
ery Ward and 
Co., Baltimore. 


John E. Milton—has been named 
assistant administrator, Presbyteri- 
an-St. Luke’s Hospital, Chicago. 
He was previously administrator, 
Edward Hospital, Naperville, III. 


Robert B. Radl, M.D.—has been 
named director, Santa Cruz (Calif.) 
County Hospital. 


Al Rindler — has been appointed 
administrator, Pike County Hospi- 
tal, Waverly, O. The new institu- 
tion was recently dedicated. 


Mrs. Hazel Scates—has been named 
chief dietitian, St. Francis Memori- 
al Hospital, San Francisco, Calif. 
She succeeds Esther Fisher who 
retired after 29 years. 


Lillian M. Smiley, R.N.—has re- 
signed as director of nursing edu- 
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cation, W. T. Edwards Tubercu- 
losis Hospital, Tallahasee, Fla., to 
become head of nursing depart- 


ment, West Palm Beach (Fla.) 
Junior College. 
Paul Strube—has been named 


head, departments of nursing serv- 
ice and nursing education, Youngs- 
town (O.) Hospital Association. He 
was previously assistant adminis- 
trator, Blessing Hospital, Quincy, 
Ill. 


Lt. Col. John R. Troxell, USAF 
(MC) —has been appointed com- 
mander, USAF Hospital, Larson 
Air Force Base, Moses Lake, Wash. 


James W. Wilson—has been ap- 
pointed administrator, Jackson 
County Hospital, Scottsboro, Ala. 
He was formerly administrator, 
Okaloosa Memorial Hospital, 
Crestview, Fla. 


Blanche Urey—has been appointed 
associate director of nursing edu- 
cation, Presbyterian-St. Luke’s Hos- 
pital School of Nursing, Chicago, 
and Ruth E. Johnsen has been 
named assistant director in educa- 
tion. 


Miss Urey was previously re- 
search assistant, Institute of Re- 
search and Service in Nursing 
Education, Teachers’ College, New 
York City. Miss Johnsen was pre- 
viously director of nursing educa- 
tion, Sioux Valley Hospital, Sioux 
Falls, S. D. 


George H. Vogt — has been named 
controller, department of medical 
institutions, Alameda County, 
Calif. He had previously served as 
assistant administrator, University 
of California Medical Center, San 
Francisco. 


Paul R. Wozniak —has been ap- 
pointed associate administrator, 
Little Company of Mary Hospital, 
Evergreen Park, Ill. Previously, he 
was associate director and control- 
ler, Jewish Hospital of St. Louis, 
Mo. 


VA Appointments 


James H. Maxwell, M.D.—has been 
appointed to membership in the 
Special Medical Advisory Group to 
the Administrator of Veterans Af- 
fairs. Dr. Maxwell, professor of 
otolaryngology, University of 
Michigan, Ann Arbor, replaces 


Gordon D. Hoople, M.D., who re- 
signed because of illness. 


Walter S. Pugh, M.D.—has been 
named manager, VA _ Hospital, 
West Haven, Conn., succeeding 
Lewis G. Beardsley, M.D., who re- 
cently retired from VA service. Dr. 
Pugh was formerly manager, VA 
Hospital, Wilkes-Barre, Pa. 


New Officers 


William Heller, M.D., Little Rock, 
Ark., has resigned as_president- 
elect, American Society of Hospital 
Pharmacists, to devote more time 
to development of the American 
Hospital Formulary Service. Ver- 
non QO. Trygstad, Washington, 
(Continued on next page) 


CLASSIFIED 


SHAY MEDICAL AGENCY 
Blanche L. Shay, Director 
Pittsfield Bldg., 55 E. Washington St. 
Chicago 2, IIlinois 


POSITIONS OPEN 


EXECUTIVE PERSONNEL: (a) Administrative 
assistant. Calif. 225-bed teaching hospital. Good 
potential for advancement. Capable of serving as 
business manager. $7,000 minimum. (HT-2848). 
(b) Assistant administrator. South. 350-bed hos- 
pital. Chief duties will be supervision of personnel 


and purchasing depts. $6,000 to $7,800. (HT- 
2850). (c) Purchasing Agent. East. 300-bed 
hospital. (HT-2878). (d) Admini i i 


East. Assistant to director of house services in 350- 
bed hospital. $6,000 minimum. (HT-2798). (e) 
Personnel director. Middle West. 400-bed hospi- 


tal. Hospital or industrial experience. $7,200. 
(HT-2724). 
PHYSICAL THERAPISTS: (a) South Pacific. 


Woman. Single. Registered. 1 year experience. 
Excellent living conditions, recreational and cul- 
tural conveniences. $5,000 up. (HT-2827). (b) 
Chief. Middle West. 650-bed hospital expanding 
to 800. Well established therapy dept. Real op- 
portunity for someone looking for professional 
growth. (HT-2788). (c) Chief. East. 250-bed 
hospital near Boston. Full time physiatrist; excel- 
lent staff. $4,800 (HT-2791). (d) East. 117-bed 
hospital in lovely summer resort area. Small dept. 
Will be only therapist. $4,800 to start. Rapid 
increase if build up dept. (HT-2319). 


SOCIAL SERVICE: (a) Director medical social 
service. Require M.A. degree. County Health 
Dept. $7,200. (HT-2490). East. 200-bed hos- 
pital. Ccordinating hospital social work and out- 

tient ee, — heart clinic, tumor clinic and 
Relp organize home bound program. To start 
(HT-2200). (c) Chief. East. Psychiatric 
Five years exp. in social work — some 
psychiatric. To $8,000. (HT-4224). (d) West. 
State training school. Set up dept. of social service. 
Some traveling, group work, case histories, etc. 
$6,000. (HT-2429). 


$6,000. 
hospital. 


NOTE: We will be in Booth No. 20 at the Tri- 
State Hospital Assembly in Chicago, April 
27 through April 29, 1959. Stop by and 
se2 us. 


FOR SALE: Used S. Blickman Food Cart—Model 
ALS-4922 S/S Excellent Condition, Reasonable. 
Write Adrian Hospital, Box 413, Punxsutawney, 
Pennsylvania. 
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continued 
D.C., will succeed Dr. Heller. 


Harold Sofield, M.D., Oak Park, 
Ill., has been installed as _presi- 
dent, American Academy of Ortho- 
paedic Surgeons. Hugh Smith, 
M.D., Memphis, Tenn., was chosen 
president-elect. Officers re-elected 
include, Clinton L. Compere, M.D., 
Chicago, IIl., secretary, and Albert 
E. Schmidt, M.D., Milwaukee, Wis., 
librarian-historian. 
* 


Bernice Rannells, R.N., adminis- 
trator, Woodlawn Hospital, Roch- 
ester, was installed as president, 
Indiana Midwestern Area Hospi- 
tal Council. William R. Saunders, 
administrator, White County Me- 
morial Hospital, Monticello, was 
elected vice-president, and Lynn 
L. Landis, administrator, Starke 
Memorial Hospital, Knox, was 
elected secretary-treasurer. 
* 

Mrs. Esther Nelsen, Doctors Hospi- 
tal, Seattle, Wash., was installed 
as president, Washington State 


If you want to save up to 

of suture cost . . . and be 

of quality, use Gudebrod n 
absorbable sutures. B 
Gudebrod and sterilize wh 
you need as you need it, wit 
lower first cost and less waste 
Eighty-nine years of manu- 
facturing sutures is your as- 
surance of Gudebrod quality. 
Write for the Gudebrod story, 
“How You Can Save up to 
50% of Your Suture Costs.” 


Gudebrod 


BROS. SILK CO., INC. 


Surgical Division: 
225 West 34th St., New York 1, N. Y. 


Executive Offices: 
12 South 12th St., Philodelphio 7, Pa. 
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Chapter, American Association of 
Medical Record Librarians. 


Other officers include: Mrs. Doro- 
thy Gilman, Medical Dental Build- 
ing Hospital, Seattle, president- 
elect; Patricia Koreski, Maynard 
Hospital, Seattle, secretary; and 
Wynne Briggs, Virginia Mason 
Hospital, Seattle, treasurer. 
* * 


Leonard J. Goldwater, M.D., pro- 
fessor of occupational medicine, 
Columbia University’s School of 
Public Health and Administrative 
Medicine, has been installed as 
president, American Academy of 
Occupational Medicine. 
* * * 


John L. Morrow, assistant admin- 
istrator, Wichita-St. Joseph Hospi- 
tal, was elected president, Wichita 
(Kans.) Hospital Council. Other 
officers are: E. Dean Grout, assist- 
ant administrator, Wesley Hospital 
and Nurse Training School, vice- 
president; and Maj. Don Setter- 
lund, USAF (MC), director of ad- 
ministrative services, USAF Hospi- 
tal, McConnell Air Force Base, 
secretary-treasurer. 


Deaths 


W. A. Spencer — administrator, 
King’s Daughters Hospital, Tem- 
ple, Tex., died January 21. 


Edwin Garvin Zabriskie, M.D.—84, 
noted neuropsychiatrist and con- 
sultant, Neurological Institute of 
New York City, died January 13. 


He was a former president of 
the American Neurological Asso- 
ciation and the Association for Re- 
search in Nervous and Mental 
Diseases, and a founding member 
and diplomate of the American 
Board of Psychiatry and Neurology. 


During World War II, Dr. Zab- 
riskie was a consultant to the sur- 
geon general of the U.S. Army 
and initiated a course given by 
the New York Chapter of the Red 
Cross for war veterans suffering 
from _ psychoses. 


Normand L. Hoerr, M.D.—56, co- 
editor, Blakiston-Gould Medical 
Dictionary, and member of its edi- 
torial board, died December 14. 


Dr. Hoerr was professor of anat- 
omy, School of Medicine, Western 
Reserve University, Cleveland, and 


president-elect, American Associa. 
tion of Anatomists. 


He was also associate editor of 
Gray’s Anatomy, 1942 edition, Med. 
ical Physics in 1944, and edited 
Frontiers of Cyto-chemistry Bio. 
logical Symposia X in 1943. 


Lester Hollander, M.D.—68, foun. 
der and medical director, Pitts. 
burgh Skin and Cancer Founda. 
tion, died February 2. 


Dr. Hollander was affiliated with 
Montefiore Hospital, Pittsburgh, 
Pa., and was a fellow of the In. 
ternational Academy of Medicine, 
American College of Physicians, 
and the American Academy of 
Dermatologists. 


Ernest Sachs, M.D.—79, interna. 
tionally known neuro-surgeon, died 
December 2. Dr. Sachs, former 
president of the American Neuro- 
logical Association, had written 
more than 200 books and articles. 
He held teaching posts at Wash- 
ington University, St. Louis, Mo, 
and at Yale Medical School, New 
Haven, Conn. 


James L. Faragher, M.D.—69, one 
of the developers of the SMA feed. 
ing formula for babies, died De 
cember 7. At the time of his work 
on Synethetic Milk Adapted, Dr. 
Faragher was supervisor of chil: 
dren’s dispensaries in Cleveland. 


Hubert W. Hughes—former preisi- 
dent, 1956-1957, Mid-West Hospi- 
tal Association, died February 23. 
He was a past administrator, Gen- 
eral Rose Hospital, Denver, Colo. 
and had also served as a hospital 
consultant. 


Founder of N.Y.U. Medical 
Department Receives Award 


Howard A. Rusk, M.D., received 
a presidential award for his work 
in founding the department o 
physical medicine and _ rehabilit 
tion at New York University. 


The award, consisting of an il 
luminated plaque signed by the 
president, is given annually to the 
doctor who has made an outstan¢- 
ing contribution to the national 
program to widen job opportuni- 
ties for physically ill. 

New York University was the 
first medical school to have a phys 
ical medicine and_ rehabilitation 
department, being founded in 
1946. Today, 68 medical college 
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have similar departments or 
courses of instruction as part of 
their curriculum. 


Lt. Col. Zeller Named 
Air Force Nurse Chief 
Lt. Col. Dorothy 
N. Zeller has 
been named 
Deputy Chief of 
the U. S. Air 
Force Nurse 
Corps. She suc- 

ceeds Lt. Col. a 

Ethel R. Kovach who will take 
additional training in nursing edu- 
cation. Lt. Col. Zeller was previous- 
ly chief nurse, Alaskan Air Com- 
mand. 


MORE patients cared for 
Safely...easily...comfortably 
with COLSON P.A. STRETCHERS 


Sturdy, easy-to-clean 
tubular steel frame in 
stainless or enam- 
eled finish. 


Comfortable 4-in. air 
| foam pad, with safe, 
conductive rubber 

cover. 


Dr. Barnwell Named One 
Of Top 10 Career Men 


John B. Barnwell, M.D., head of 
medical research and _ education 
for the VA in Washington, D.C., 
has been named as one of the 
10 top career men in the federal 
government for 1958-1959 by the 
National Civil Service League. 


Full 80-in. litter... 
positive locking 60-in. 
| Safety side rails, sim- 
ple to operate. 


Dr. Barnwell was cited for his 
part in organizing the VA-Armed 
Forces cooperative study of the 
chemotherapy of tuberculosis. The 


Unit features four 
swivel casters (big 
enough to ride easily 
over door sills, into ele- 
vator) with two swivel 


Free 
Wheeling Swivel 


honor carries with it one of the Position an standard equipment. * BN 
League’s annual Career Service LV. rod, 20in. 
Awards, the most | highly prized | at chest position on 
national awards given to public Feature for feature, Colson’s P.A. Stretcher is accepted "both ends, both sides. 
employees by a citizen organiza- as safest, most comfortable for patients . . . easiest to Becosseecssenseses 
don clean, least complicated for personnel. Rugged chassis : 


remains stationary during all tilting, elevating opera- 
tions. Special COLSON swivel locks allow fully con- 


Measles Appears Headed trolled maneuverability down corridors in tight turns, 
For R d High into elevators. Full elevating model tilts at either end, 
or Recor 'g controlled by individual cranks to easily achieve Fowler 
Incidence of measles appears head- or Trendelenburg postures. 1.V. rods, side rails, head SS 


rest, crank, elevating mechanisms are all chrome 
plated. Fine COLSON accessories such as arm and back 
rests, oxygen tank holders, shoulder braces, utility 
shelfs also available for greater convenience and 
comfort. 


ed for record levels, according to 
Carl C. Dauer, M.D., medical ad- 
viser, National Office of Vital 
Statistics. 


Back rest available 
for Fowler position. 
Head rest usable at 
either end. 


The nation’s high birth rate, 
the cyclic nature of the disease 
and its concentration in the popu- 
lous areas of the East are factors 
behind the increase. 


NOVS reported 733,058 cases 
through November 22, 1958, but 
only 20 to 25 percent of actual 
cases are reported to that office, 
according to Dr. Dauer. Thus, a 
More realistic estimate would be 
3,000,000 to 3,500,000. 


In 1957 there were 410 deaths The Colson Corporation ; 
due to measles, nearly double the ay heard 
210 attributed to poliomyelitis. 


COLSON’S Safety-Rail Stretcher—ideal for 
0.B., emergency room and general patient 
transfer. Eliminates need for restraining 
straps. Same fine features above. 


Write for full specifications 
and details on the full line of 
COLSON stretchers and other 
top quality hospital equipment. 


THE COLSON CORP., 
7 S. DEARBORN, CHICAGO, ILL. 
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edema and hypertension 


milligram- for-milligre 
' the most effective oral 


Boaz 
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Improved diuretic-antihypertensive; 


high degree of activity, low toxicity 


Greater activity: Milligram-for-milli- 
gram, Esidrix is the most effective oral 
diuretic known. With a therapeutic effi- 
cacy comparable to parenterally admin- 
istered mercurials, Esidrix is from 10 to 
15 times more potent than chlorothiazide 
and therefore provides the same thera- 
peutic benefits with but 1/10 to 1/15 the 
dosage. Animal studies indicate that 
Esidrix is longer acting than chlorothia- 
zide, providing a smoother response. 


Low toxicity: According to animal 
studies, Esidrix is markedly less toxic than 
chlorothiazide and is therefore an excep- 
tionally safe diuretic-antihypertensive. 


Patients unresponsive to chlorothiazide 
and mercurials in many cases respond 
readily to Esidrix. 


Use in hypertension: Fsidrix may be used 
alone or in combination with other anti- 
hypertensive drugs to bring about effec- 
tive lowering of blood pressure. The drug 
potentiates the action of all other anti- 


SINGOSERP (syrosingopine CIBA) 
SERPASIL® (reserpine CIBA) 
APRESOLINE® hydrochloride (hydralazine hydrochloride CIBA) 


(hydrochlorothiazide CIBA) 


hypertensive agents, including 
SINGOSERP, SERPASIL and APRESOLINE. 
Dosage (and side effects) of other agents 
often can be reduced when they are given 
with Esidrix. 


Less dietary salt restriction: In many 
cases, Esidrix permits some moderation 
in severe sodium restriction and there- 
fore makes meals more palatable. Side 
effects are usually not severe and most of 
them can be overcome by adjusting the 
electrolyte balance (through dietary sup- 
plements), lowering the dose or adminis- 
tering the drug after meals. 

Dosage: Esidrix is administered orally in 
an average dose of 75 to 100 mg. daily, 
with a range of 25 to 200 mg. A single dose 
may be given in the morning or tablets 
may be administered 2 or 3 times a day. 
Supplied: TasLets, 25 mg. (pink, 
scored); bottles of 100. 
TABLETs, 50 mg. (yellow, 
scored); bottles of 100. 


CIBA 


SUMMIT, N.J. 


2/2668 MK-2 


BUYER’S GUIDE 


For further information 
on any of the products, 
please check the Buyer's 
Guide number on the 


reply card opposite page 
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300. Flask hood 


Disposable pleated paper flask 
hoods are designed to seal the 
container against penetration by 
air-borne bacteria. Available in 
four sizes, for 30- and 60-cc. flasks; 
125- and 250-cc.; 500- and 1,000-cc.; 
and 1,500- and 2,000-cc. Twist tie, 
a companion item, secures the 
hood quickly and efficiently. In 6”, 
8” and 10” lengths, with or with- 
out white flags for identification 
data. Busse Hospital Products, 64 
East 8th St., New York 3, N.Y. 


\ 

301. Cameron-Dyne 

All new Cameron-Dyne, in stain- 
less steel case, incorporates in one 
unit all the known modalities used 
in electro-surgical procedures. Unit 
has tube cutting, tube coagulation, 
spark coagulation, blend of tube 
and spark-gap cutting currents, and 
a separate fulguration desiccation 
circuit. Diagnostic instrument light 
outlet, with voltages ranging from 
2 to 25 volts, can be used inde- 
pendently. Cameron Surgical Spe- 
ciality Co., 666 W. Division St., 
Chicago 10, Ill. 


62 


Ellen L. Davis 
Buyer’s Guide Editor 


302. Scrubbing pads 


Completely new type of scrubbing 
and buffing pads have superior 
ability to clean heavy build-ups 
of wax; remove scuff marks that 
heretofore required hand clean- 
ing with harsh chemicals and 
scouring pads; offer greater dur- 
ability than existing materials. 
Pads, of resilient non-woven ny- 
lon fiber with granular cleaning 
material of gentle action dispersed 
throughout 34 in. thickness, are 
driven by the wire brush, ordinary 
floor machine, or a worn bristle 
brush. No other accessory re- 
quired, and with no intermediate 
drive pad, it is necessary only to 
lower the machine onto the scrub- 
bing or buffing pad. Can be used 
close to walls or other obstructions 
without distortion of causing spat- 
ter. Pads work equally well on 
either side, are made in diameters 
ranging in 1 in. increments from 
12 in. upward to fit all popular ma- 
chines. Behr-Manning Co., division 
of Norton Co., Troy, N.Y. 


303. 48-hour stopclock 


Calibrated in minutes or seconds, 
for desk or wall-hanging, all mod- 
els offer three methods of timing 
control: for time out, stop action, 
read elapsed time, resume without 
returning to zero; for straight tim- 
ing, stop hands, read elapsed time, 
return to zero and start over; 
for snap-back timing, read elapsed 
time “on the fly” while sweep hand 
is on motion, snap hands back to 
zero without stopping action. 
Andrew Technical Supply Co, 
7068 N. Clark St., Chicago 26, Ill. 


304. Disposable urinal 


Sanivoid, one-a-stay male or fe- 
male urinal of virgin spruce 
heavily coated with non-corrod- 
ible vinyl plastic, comes either 
nested for later shaping (by heat- 
sealing handle) or ready-to-use. 
Vessel, which is light and_near- 
body-temperature, is cleaned with 
cold water rinse. Protection from 
cross infection due to cleaning or 
human error; will not pit, roughen 
or corrode, offers no lodgment for 
odor or bacteria. Safety and silent 
features important in _ psychiatric 
wards. Sealright Pacific, Ltd., 4209 
E. Noakes, Los Angeles, Calif. 
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305. Bottle carrier 


Thick-walled polyethylene con- 
tainer, designed to eliminate bulky 
leather or canvas carriers, has 
heavy wire handle sealed in plas- 
tisol and secured to integrally 
molded-on ears. Held in place 
with a snap cover, the bottle is 
cushioned from shocks and break- 
age. General Scientific Co., 7516 
Limekiln Pike, Phila. 50, Pa. 


306. Nitrogen container 


New 25-liter cryogenic container 
for the transport and storage of 
liquid nitrogen (320° F.) was de- 
signed for use in dermatology and 
medical research laboratories. Evap- 
oration rate and use of the liquid 
in the container is so low that 
refilling is required only at three- 
week intervals. Constructed of 
welded aluminum, and consisting 
of two concentric shells with space 
between drawn to a vacuum, con- 
tainer weighs 19 Ibs. empty. Linde 
Co., division of Union Carbide 
Corp., 420 Lexington Ave., New 
York 17, N. Y. 


307. Shelf file unit 


Build-up type letter and _ legal 
units are of heavy gauge steel, 
with sides and back, reinforced 
triple bend shelves, sides and top. 
Shelves are slotted on 1” centers 
for removable steel dividers, full- 
width inside back bar for hook- 
type file guides. With or without 
receding type doors for protection 
and cleanliness of records. Easy 
interlocking arrangement  elimi- 
hates installation costs. Dolin Metal 
Products, Inc. 315 Lexington 
Ave., Brooklyn 16, N.Y. 
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308. Positioning switch 


Eliminates lag between the switch 
and actuator mechanism, making 
possible faster, more reliable re- 
mote control of air conditioning, 
heating, and ventilating motors 
and valves. Turning the switch in- 
creases or decreases the flow of com- 
pressed air to dampers and air con- 
ditioning units, opening or closing 
them to desired position. Available 
for either flush or surface mount- 
ing, the switch is 23/4.” wide x 33/2” 
high x 2144” deep. Body air con- 
nections are for 1/16” NPT. 


Switch is supplied with flexible 
air hoses having terminal con- 
nections for 14” O. D. tube. Powers 
Regulator Co., 3434 Oakton St., 
Skokie, II. 
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309. Unflavored gelatin 


Knox U.S.P. bone-type unflavored 
gelatine is available in 3-lb. pack- 
ages for institutional use. Made 
with pharmaceutical care, the 
product is unusually quick-setting, 
even textured. Free packet of 48 
recipe cards for soups, aspics, rel- 
ishes, salads, and desserts will be 
mailed for request on your letter- 
head. Knox Gelatine, Inc., Johns- 
town, N.Y. 


310. Cracked ice bin 

New R-100P portable bin, 
mounted on 4” rubber-tired cast- 
ers (two swivel and two station- 
ary with brakes) holds 150 Ibs. 
ol cracked ice. Both exterior and 
interior are of stainless steel with 
two inches of approved insulation. 
Overall size is 24” wide, 25” deep, 
and 37” high, including casters. 
Jewett Refrigerator Co., Inc., 


Buffalo 13, N.Y. 
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311. Fire protection unit 


New device consists of metal and 
glass doors and frames for use as 
smoke and fire screens in corri- 
dors. The only frames to be 
awarded a “C” label by UL, they 
will withstand fire and smoke for 
45 minutes. Tests were made on 
an x 10'6” unit, chosen be- 
cause it permits an opening suf- 
ficient for a hospital bed and an 
attendant on either side. Available 
for single and double doors. Overly 
Manufacturing Co., Greensburg, 
Pa. 


312. Food service rack 


New 270 Series aluminum rack 
is available with solid sheet alum- 
inum or stainless steel, copper- 
nickel-plated steel wire rod or cor- 
rugated sheet aluminum shelving. 
Each shelf lifts off without re- 
moval of screws or bolts. Can be 
used not only as storage racks, 
but as cooling racks in freezing 
or retarding rooms. Available in 
two models, three and four shelves. 
Crescent Metal Products, Inc., 
18901 St. Clair Ave., Cleveland 10, 
Ohio. 
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313. Resuscitation-suction kit 


Comprised of a hand-operated resuscita- 
tor, and a foot-operated suction pump, 
with carrying case. Compact, light, it 
requires no electricity, compressed air 
or time-wasting set-up. Resuscitator is 
anesthesia-type breathing bag with 
special foam rubber lining which in- 
lates the bag, a non-breathing valve, 
face mask, and three Berman airways 
of different sizes. Pump is made up of 
foot-operated accordion bellows, plastic 
trap bottle with spare overflow valve 
in the stopper. Air-Shields, Inc., Hat- 
boro, Pa. 


314. Germicidal cleaner 


Disinfectant action of Cleanicide when 
used to remove wax from asphalt tile is 
shown. Left photo shows organisms 
cultured from swab samples from. test 
control surface which was contaminated 
with pathogenic bacteria. Right side 
shows test plate of swab samples taken 
from washed surface. Product has a 
phenol coefficient of 15 against staphyl- 
ococcus aureus as well as other micro- 
organisms. A concentrated liquid, free 
of carbolic odor, in sealed 55-gal. 
drums, 5-gal. pour-spout pails, and 1-gal. 
glass jugs. Columbia Wax Co., Glen- 
dale, Calif. 


315. TV cart 


Designed to fit flush 
against bed, wall, or 
furniture. Set is bolt- 
ed to mounting straps 
attached to a 360° 
swivel. Cart is 39” 
high, has four 4” 
commercial coasters 
for quiet mobility. 
Each patient has an 
individual pillow- 
speaker; hospital reg- 
ulates maximum vol- 
ume. Hi-Fi speaker 
may be used for TV, 
radio, and _ nurses’ 
call system. Rolee 
Hospital Television, 
Inc., 2408 Farrington 
St., Dallas, Tex. 


316. LP tape 
Two longer playing 
magnetic recording 
tapes are available 
for Scribe dictating 
equipment, both of 
which fit the stand- 
ard 5” reels of the 
Scribe-Pak magazines. 
New one-hour length 
is 4-mil Mylar tape; 
the 45-minute length 
is 1-mil Mylar. Stand- 
ard tape is 30-minute, 
114-mil. All tapes 
can be erased and re- 
used for hundreds of 
dictation periods. 
Scribe Distributors, 
6949 W. North Ave., 
Oak Park, Ill. 


317. Wide range cabinet 

New wide range environmental testing 
cabinet was created for the testing of 
electrical or electronic apparatus and 
components, electrical and physical 
properties of many materials, under 
conditions imposed by the space 
age. Range from 400° F. to —100° F,, 
with the overall temperature spread in- 
side the 1% cu. ft. working chamber 
maintained within +4° F. at higher 
temperatures, even better at —100° F. 
to 200° F. Dry ice is the cooling medium, 
and the portable cabinet is maintenance- 
free. Precision Scientific Co., 3737 W. 
Cortland St., Chicago 47, IIL. 


318. Adding machine 


Model 407, at $109, believed to be the 
world’s lowest-priced electric machine 
of its kind, adds and multiplies up to 
seven columns; model 408, at $149, sub- 
tracts as well as adds and multiplies; 
model 409, at $179, adds, subtracts, 
multiplies and divides up to nine col- 
umns. Heavy duty, with internal mov- 
ing parts plated. General-Gilbert Co., 
150 Broadway, New York 38, N.Y. 
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319. Fire-tube boiler 


New 750 HP package steam generator, 
the highest capacity fire-tube boiler 
produced since the establishment of the 
package boiler industry, delivers 26,000 
lbs. of steam per hour at over 80 per- 
cent efficiency, though the unit is no 
larger than most 500 HP package gen- 
erators. Overall dimensions are 28’ x 
y6” x 10’8”. Designed for heavy oil 
or gas, the boiler can be adapted to 
burn either LP-Gas or light oil. Com- 
bines simplified automatic operation, 
compact size, high efficiencies, and _in- 
expensive operation with no stack re- 
quired. The 750 is the latest addition 
to the line that ranges in size from 18 
to 750 HP, operating at pressures up 
to 200 psi. Cyclotherm, division of 
National U.S. Radiator Corp., Oswego, 
N.Y. 


320. Pipette washer-dryer 


Semi-automatic micropipette washer 
and drier, the WD-l employs the 
vacuum principle to handle 12 pipettes 
simultaneously. Washing and_ rinsing 
solutions are drawn through the pip- 
ettes by reduced air pressure. Vacuum 
arrangement induces rapid evaporation 
of liquids, permitting high-speed dry- 
ing at room temperature, while elimi- 
nating re-condensation, and _ leaving 
calibration accuracy intact. Distilled 
water or ether-alcohol solutions may 
be used for final rinse. Micro-Metric 
Instrument Co., P.O. Box 884, Cleve- 
land 22, O. 
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321. 


Filter 

New filter grid bas- 
ket supports any 
standard coffee bag 
so that grounds can- 
not soak in the brew, 
distorting flavor. Fits 
2, 3, 6, and 10-gal. 
Continental urn. 
Grid bottom creates 
small pockets of in- 
filtration, permitting 
more perfect extrac- 
tion. Bag is complete- 
ly enclosed by the 
stainless steel wall of 
the basket, allowing 
all the water to pour 
through the first 
time. Continental 
Coffee Co., 2250 N. 
Clybourn, Chicago, 
Ill. 


322. Fixture 


Quick-disconnect  va- 
por-tight lighting fix- 
ture can be installed 
and removed in a 
few seconds. Weather- 
proof receptacles can 
be installed in vari- 
ous locations indoors 
or outdoors, and the 
fixture carried from 
one location to 
another. The fixture 
is inserted in the re- 
ceptable when in use; 
removed when not 
needed. Crouse-Hinds 
Co., Syracuse 1, N.Y. 


323. Flame photometer 

Direct reading flame photometer has a 
unique new feature where Na and K 
are read directly in meq/1 from a meter 
on the instrument, eliminating tedious 
calculations previously required. An- 
other major feature is that it is designed 
for micro-sampling technic, especially 
advantageous in samples taken from in- 
fants or children. Uses ordinary city 
gas or manufactured gas, is portable, 
has internal standard, and is very easily 
calibrated. Baird-Atomic, Inc., 33 Uni- 
versity Road, Cambridge 38, Mass. 


324. Sky duster 


New tool for removal of dust, cobwebs, 
and dirt from high ceilings, light fix- 
tures, air vents, cornices, and other 
hard-to-reach spots is made of telescop- 
ing metal poles that extend from 5’ 
to 100’ length. So lightweight it can 
be used with one hand, duster is ad- 
justable to any angle, is treated to hold 
dust, and can be removed for washing. 
Frame is covered to prevent scratches. 
Parlee Co., 300 E. St. Clair, Indianapo- 
lis, Ind. 


325. Air conditioning 


New Lupton curtain walls have air- 
conditioning units built in as an inte- 
gral part of the curtain wall panels. 
Intended particularly for true perimeter 
buildings, the panels are installed like 
conventional curtain walls and need 
only an electrical connection to operate 
the air conditioning unit. All separate 
construction is eliminated, including 
costly cooling towers or bulky, space- 
consuming duct work and plumbing 
connections. Wall unit also removes 
smoke and odors; each occupant can 
adjust temperature to own preference. 
Michael Flynn Mfg. Co., Phila., Pa. 
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326. Amplifier 


First two models of a new #B- 
Series of amplifiers for a wide 
variety of bath rack-panel and 
portable oscillograph recordings. 
Units drift less than 5 mv. equiva- 
lent input per hour, will operate 
from 115-v. +5-v. power lines with- 
out additional regulation. Two 
meg input impedance plus optional 
zero suppression allow the unit 
to be used with a wide variety of 
transducers. Edin, division of Eps- 
co, Inc., 588 Commonwealth Ave., 
Boston 15. Mass. 


327. Food warmer 


Under-counter and upright junior 
food warmer models are new addi- 
tions to this line, and provide 
proper storage of over-fresh por- 
tions of bulk-prepared hot cooked 
foods to speed up cafeteria service 
at rush hours. Heavy gauge stain- 
less steel with tray slides. Thermo- 
statically controlled temperature 
range between 100° F. and 200° 
F.; automatic pilot light indicates 
on and off. Under-counter models, 
pass-through and mobile models; 
upright models to match present 
reach-in equipment. THER- 
McCOLD Corp., division of McCall 
Refrigerator Corp., Hudson, N.Y. 
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328. Floor cleaning unit 


New, improved “Silent” line of 
floor cleaning equipment includes 
oval mop buckets, silent mop 
wringers, and sound-proofed mop- 
ping truck. Heavy-duty rubber in- 
sulators at all contact points, 
cushion rubber casters on truck 
chassis. In 16- through 50-qt. 
capacity. White Mop Wringer Co., 
Fultonville, N.Y. 


329. X-ray vertical file 


New unit for filing x-ray negatives 
and other medical-dental records 
provides rigid, sturdy, dustproof 
storage. As many as 3,500 large 
negatives can be filed in 5 sq. ft. 
of floor space in file 36” wide, 
79” high, and 1914” deep. Four 
shelves, each. capable of carrying 
300 Ibs. of filing weight, with 
three dividers for rigid filing sup- 
port; nylon glide sliding door. 
Deluxe Metal Furniture Co., War- 
ren, Pa. 


330. Cold storage door 


New, lightweight, flush-fitting plas- 
tic cold storage door and frame, 
weighing approximately one-fourth 
as much as metal-clad doors, offers 
new ease in handling, minimizing 
fatigue; reduces refrigerator loss; 
cuts cleanup time; requires less 
aisle space for full door swing; 
and costs less than doors of com- 
parable insulating efficiency. In- 
sulation is foamed-in-place 
polyurethane plastic with thermal 
insulation K factor of 0.21 at 75° 
F. Easily cleaned glass-cloth rein- 
forced polyester plastic exterior 
and frames. Reach-in and walk-in 
models. Jamison Cold Storage Door 
Co., Hagerstown, Md. 


331. Gift cart 


New magazine and gift cart is con- 
structed of strong, light tubular 
aluminum, designed for years of 
trouble-free service. Mesh alumi- 
num sides for ample ventilation, 
ball-bearing wheels for quiet mo- 
bility. Five shelves are braced 
around the edges and _ through 
center to carry maximum load 
without weakening. Weighing only 
77 lbs., cart moves with minimum 
of effort, maneuvers through nar- 
row corridors and around tight 
turns. In two sizes: 24” wide x 
45” long x 42” high, and 24” 
wide x 57” long x 54” high. Ferno 
Manufacturing Co., Greenfield, O. 


332. Recorder-transcriber 


A full-year warranty for parts and 
services, the first ever offered in 
the tape recorder and dictating 
machine industries is in force for 
the StenOtape unit. The 742 |b. 
unit has a highly sensitive micro- 
phone and built-in true fidelity 
speaker. Sold as a package includ- 
ing crystal microphone, long-play 
tape, rewind reel and carrying 
case. Optional accessories include 
remote stenographic control, head- 
set and phone, telephone, radio- 
TV-phono pickup, microphone ex- 
tension cords, adapters, and plugs, 
tapes, and reels. American Geloso 
Electronics, Inc., 312 Seventh Ave., 
New York 1, N.Y. 
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WHITE! LATEX 
SURGEONS’ GLOVES 


Manufactured through a process that permits a thin, sensi- 
d tive product—WILSON BROWN MILLED gloves meet all normal 
service requirements in withstanding tension and steriliza- 
tion. Avi ilable in color-banded wrist style, 
Wad natu al Quality IPidly Cc troved 
throughout manufacture—exactly the same as the white latex 
design. Available with curved fingers in both color-banded 
ing © Made from pure white latex in a controlled single-dip proces ‘ 
foi the thinnest gloves compatible. with strengt and | on 
Ib. wear. Naturally curved fingers insure freedom from binding 
cro ailable in color-banded or 
dio- — 
PANY - CANTON, OHIO 
ve, COMPANY - RUTHERFORD, NEW JERSE| 
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BUYER’S GUIDE continued 
333. Chromatocab 


Bench-top chromatocab for paper 
chromatography offers the insula- 
tion and positive vapor seal of the 
larger cabinets, but has the com- 
pactness and portability of a glass 
jar unit. The outside white en- 
ameled steel casing is 14” x 15” 
x 26”. Insulation is achieved with 
fiber glass, double-paned windows, 
and an inch of plywood in the 
black Formica lid, which is pierced 
with four holes, stoppered with 
Polyethylene caps, for introduction 
of solvent into glass assemblies. 
Research Specialties Co., 200 S. 
Garrard Blvd., Richmond, Calif. 


334. Synthetic casualty 


A bleeding accident victim, made 
of plastic, is a training device for 
nurses and first aid workers. Fif- 
teen bleeding wounds, plus masks 
for frostbite, burns, a face in 
shock, and other conditions, pro- 
vide almost a complete inventory 
of typical accidents. Broken bones 
are simulated; fractures can_ be 
felt, and the plastic bones reset. 
Veins and arteries can be probed; 
imitation blood and air is pumped 
through the body from an 1I- 
channel “umbilical cord’ hooked 
up to a remote heart and lung sup- 
ply mechanism. Resilient foamed 
plastic flesh and molded skin are 
cosmetically correct; there are even 
dentures in the mouth. Alderson 
Research Laboratories, Inc., 327 
East 102nd St., New York, N.Y. 


68 


335. Mortar grinder 


New motor-driven mortar and pes- 
tle grinds any material quickly 
and thoroughly to graduation re- 
quired. For especially hard mate- 
rials, three sets are available — 
one of tough steel of high abrasive 
resistance, another of agate, and 
another of sintered corundum. 
The mortar, driven by motor 
turntable, is detached and engaged 
without clamping or adjustment. 
Pestle head assembly, connected to 
a swivel joint, can be tilted for 
unrestricted access to the mortar. 
Torsion Balance Co., Clifton, N.J. 


336. Caster adapter 


New polyethylene caster adapter 
eliminates possibility of distortion 
or damage to tubing of furniture 
or hospital equipment. A_ gentle 
tap secures the adapter firmly in 
the tube; 24 fluted edges, as well 
as a one-half degree taper on out- 
side wall, assures secure anchorage, 
high degree of shock absorption, 
and cushioning to strain. Lack of 
metal to metal contact provides 
quiet operation. Colson Corp., 7 
S. Dearborn St., Chicago, IIl. 


337. Folding chair 


Newly designed metal cane fold. 
ing chair is made entirely of steel, 
is lightweight, yet extremely dura. 
ble. Channel frame construction 
permits chair to adjust to floor 
without permanent frame distor. 
tion; curved seats and backs match 
body contours. Safety features in. 
clude pinch-proof hinges, rounded 
corners, and smooth edges. White 
rubber feet grip floor. Grey or 
taupe. Lyon Metal Products, Inc, 
Aurora, IIl. 


338. Bed card holder 


Stainless steel bed card holders 
are available for round and square 
rail beds with contour to match 
rail dimensions and card size as 
furnished by purchaser. Low- 
priced. Gennett and Sons, Inc., | 
Main St., Richmond, Ind. 


339. Mist heated nebulizer 


New and revised model of the 
Mist O. Gen Tepid Mist Heated 
nebulizer has been designed for 
use with various intermittent posi- 
tive pressure units. Thermostati- 
cally controlled, assuring aerosols 
at close to body temperature, and 
eliminating hazards of running dry 
or overheating. Only unit of its 
type carrying UL seal of approval 
for use with oxygen equipment. 
For Bennett, Bird, Mine Safety 
Appliance, Ventalung and Dotco 
units; models for all other units 
on special request. Mist O. Gen 
Equipment Co., 2711 Adeline St. 
Oakland 7, Calif. 
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Succinate 


wha $0 versatile it can be given intramuscularly 


intravenously 
subcutaneously 


Easily prepared for intramuscular, intrave- 
nous, or subcutaneous administration, 
CHLOROMYCETIN SUCCINATE can be dis- 
solved in water or other aqueous parenteral 
fluids in a wide range of concentrations. Ster- 
ile solutions may be kept on hand at room 
temperature for 30 days without significant 
loss of potency. 


clinical advantages —-CHLOROMYCETIN 
SUCCINATE is relatively nonirritating by rec- 
ommended routes, permitting a continuous 
daily dosage schedule, even to pediatric 
patients. It produces rapid clinical response, 
and is well tolerated. 


CHLOROMYCETIN SUCCINATE is indicated 
in many serious infections responsive to 
CHLOROMYCETIN. Stock it now. Remember 


that CHLOROMYCETIN SUCCINATE may be 
given by all three parenteral routes. 


supply—CHLOROMYCETIN SUCCINATE (chlor- 
amphenicol sodium succinate, Parke-Davis) is 
supplied in Steri-Vials,® each containing the 
equivalent of 1 Gm. chloramphenicol; packages 
of 10. 


CHLOROMYCETIN is a potent therapeutic agent 
and, because certain blood dyscrasias have been 
associated with its administration, it should not 
be used indiscriminately, or for minor infections. 
Furthermore, as with certain other drugs, ade- 
quate blood studies should be made when the 
patient requires prolonged or intermittent therapy. 
s 
PARKE, DAVIS & COMPANY . 
DETROIT 32, MICHIGAN % 
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340. Compound vacuum pump 


Quiet, vibrationless operation, and rapid, highly 
efficient pumping from a compact, lightweight unit 
are features of a new series. Offered initially in two 
sizes: SC-2, of 2.3 cfm. displacement, and SC-3, of 
3.7 clm. displacement, suitable for many different 
laboratory applications where rapid pumping and 
an ultimate blankoff pressure of 0.1 micron are de- 
sired. The two cylinders of the compound unit are 
arranged in a series, for high volumetric pumping 
efficiency; the two rotors are mounted concentrically 
on a single shaft. A discharge separator prevents oil 
fumes from escaping; automatic lubrication insures 
trouble-free operation and low maintenance. Motor 
and pump are mounted together on a common base- 
plate, to make a portable unit weighing 60 lbs. F. J. 
Stokes Corp., 5500 Tabor Road, Phila. 20, Pa. 


341. Stand and camera combination 


A new fluoroscopic PF stand and 70 mm. Odelco 
camera combination for survey and hospital admis. 
sion work allows 30 inches of vertical camera motion, 
permitting comfortable examination of both adults 
and children. A counter-balanced manual height 
adjustment with a single-control, locking mechanism 
assures easy, accurate patient positioning. Stretcher 
and wheel chair examinations are facilitated, a 28. 
inch space between the columns and the legs of the 
PF stand allowing patients to be rolled up to the 
hood, as well as directly under the camera hood 
itself. Optional tube support arm converts the stand 
into an integrated x-ray unit, with 40-inch target. 
to-hood distance. The tube arm is designed to 
accept the latest type collimators and cones. Installa. 
tion has been simplified by shipping the unit assem. 
bled. Westinghouse Electric Corp., X-Ray Dept, 
Box 416, Baltimore 3, Md. 


342. Diagnostic x-ray unit 
Every function of the new Imperial 
II diagnostic x-ray unit is so coun- 
terbalanced and under such exact 
control, according to the maker, that 
manipulation becomes practically an 
automatic reflex action. A new con- 
cept in bilateral overhead  tube- 
hanger design totally eliminates the 
pull of high-voltage cables; newly 
designed spot-film unit retains shut- 
ter diaphragm settings regardless of 
table angulation. The radiographic 
cables are visible only when they at- 
tach to the tube unit; they then 
disappear into the moving overhead 
rail, reappear only at the selected 
transformer site. General Electric 
Co., X-Ray Dept., 4855 W. Electric 
Ave., Milwaukee, Wis. 
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343. DAX cleaning system 


New electro-air detergent-adhesive system, Type X, 
and its cleaning-adhesive solution, DAX, completely 
gets rid of the collected contamination in electronic 
air cleaners. DAX, when mixed with wash water, 
promotes thorough washing of collecting cells, then 
dries and leaves an adhesive coating on collecting 
plates and electrodes. During the first two-thirds of 
the washing cycle, water—hot or cold—is used to 
flash off accumulated build-up of dirt and to thor- 
oughly wet the unit. At the beginning of the last 
one-third of the cycle, the metering pump forces a 
measured amount of DAX solution into the wash 
water. This forms a soapy emulsion and acts as a 
strong grease-dissolving detergent. After the collecting 
cells have dried, DAX leaves a slightly tacky surface 
which holds collected dirt and facilitates the next 
washing. Maintenance costs are reduced; arcing, due 
to dirt accumulation, is eliminated; and efficiency 
is improved. Electroc-air Cleaner Co., Inc., Olivia & 
Sproul Sts., McKees Rocks, Pa. 


344. X-ray spectrograph 

New high-powered 100-kilovolt x-ray 
spectrographs for special applications 
where specimens must be analyzed 
non-destructively to quickly and _ ac- 
curately identify and measure the 
various elements present. Standard 
Norelco x-ray spectrographs have a 50 
kv rating. For certain types of investi- 
gations involving high-atomic-number 
elements, a higher potential is desir- 
able in order to excite the K spectra. 
The new units, designed for this pur- 
pose, also provide constant potential, 
and this results in continuously use- 
ful radiation-flux, premitting analysis 
data to be obtained in a shorter time 
with excellent accuracy. Philips Elec- 
tronics, Inc., Instruments Division, 
750 S. Fulton Ave., Mount Vernon, 
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345. Visibility bath 


Extremely useful in laboratories where continuous 
observation of samples, close temperature control, 
and minimum temperature differentials are prereq- 
uisites, new line includes heated models as well as 
baths containing heating and refrigeration elements. 
The visibility bath consists of a heavy, molded Pyrex 
jar, cork mat, and necessary operational and control 
units. All models employ the Aminco Bi-metal or 
Mercury thermo regulator, which assures temperature 
constancy from +0.04° C. to +0.15° C. Copper- 
sheathed immersion heaters, shaped to fit the jar, pro- 
vide constant heat with a minimum of maintenance; 
motor-driven stirrer assures minimum temperature 
gradients. Wide-base laboratory stand; temperature 
controller fitted with 6’ line cord for flexibility of 
location. American Instrument Co., Inc., 8030 
Georgia Ave., Silver Spring, Md. 
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FILMS, NEW LITERATURE 
350. Caps and masks 


New illustrated price list shows 
complete line of caps and masks 
for nurses and surgeons made of 
fine, lightweight, pre-shrunk mus- 
lin. In white, jade green, and 
misty green. Acme Cotton Prod- 
ucts Co., Inc., 245 Fifth Ave., New 
York 16, N. Y. 


351. Water conditioning 


Chemical processing is the subject 
of a 6-page color bulletin detail- 
ing equipment and services avail- 


able in the field of chemical 
processing. Described are ion ex- 
change, sedimentation, filtration, 


and flotation. Sales Promotion, 
Graver Water Conditioning Co., 
216 West 14th St., New York 11, 
Y. 


352. Oxygen analyzer 


New portable D2 Oxygen Ana- 
lyzer is described in a specification 
sheet which tells how the unit 
safeguards the lives of incubator 
infants and other patients receiv- 
ing oxygen therapy. Operating 
procedures are explained, complete 


The NEW 
DUAL 
PURPOSE 


VASELINE 


| 


PETROLATUM GAUZE U. S. P. 


PAD 


Three-ply, fine-mesh 
gauze, lightly impregnated — 
for use in physician's 
office, industrial medical 
department, first aid. 


Sole Maker: 


MAY BL AUTOCLAVED O8 (OLD-SOAKED 


Shorter length ends waste 
on small area wounds. New Z-fold 

insures perfect graft takes. — 
Guaranteed sterile at time of use. 


Gth SIZE of 
VASELINE" 


PETROLATUM GAUZE 


Now supplied in: 


1/2"x 72” 18” 
36” 36” 
3% 3°/ 3'« 9” 36” 


CHESEBROUGH-POND’S INC. 


Professional Products Division 


New York 17, N. Y. 


VASELINE is a registered trademark of Chesebrough-Pond's Inc. 


specifications and ordering infor. 
mation given. Beckman/Scicntific 
and Process Instruments Div sion, 
2500 Fullerton Road, Fullerton, 
Calif. 


353. Film catalog 


New catalog of films available on 
loan lists motion pictures ii the 
field of medicine and surgery, den- 
tistry, and veterinary medicine. 
Schering Corp., 60 Orange St, 
Bloomfield, N. J. 


354. Electronic computers 
New 115-page manual describes 
Flow-Matic system, which makes 
it possible, for the first time, to 
communicate with computers. in- 
stead of with mathematical sym. 
bols. Results: faster, more accurate 
programming, easier analysis and 
checking of systems design, accom- 
plishment of one-shot jobs for- 
merly impractical, and greater flex- 
ibility. Remington Rand Division 
of Sperry Rand Corp., 315 Fourth 
Ave., New York 10, N. Y. 


355. Hearing aids 


Product Data, informative review 
of hearing aids and other products, 
is 52 pages of brief copy and pic- 
tures of ear level aids, conventional 
aids, receivers, tone tips, cords, 
fitting accessories, batteries, special: 
ties, audiometers, and vacuum 
tube aids. The Dahlberg Co., 7731 
6th Ave., N., Minneapolis, Minn. 


356. Blood therapy 


New 27-page booklet, Blood Com- 
ponent Therapy, covers, in addi- 
tion to therapy, characteristics of 
ACD blood; component separation 
using standard blood-pack unit; 
double blood-pack unit; blood 
component separation pack unit; 
plasma extractor; and dielectric 
sealer. Fenwal Laboratories, So- 
merville, N. J. 


357. Inhalation therapy 


New 70-page hard-cover handbook 
covers 16 major subjects, including 
cylinder regulators, piped oxygen 
systems, masks, tents, nebuliziers 
and humidifiers, resuscitation and 
emergency therapy. Illustrated with 
sketches, drawings, and _photo- 
graphs. National Cylinder Gas, 
division of Chemetron Corp., 840 
N. Michigan Ave., Chicago 1], Ill. 
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STERILIZED 


better “hand” 


stronger, optimum pliability 


SUTUPAK’ 


surgical silk—dry, pre-cut, sterile 


in new foil packet 
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Topics Spotlights AORN Exhibits—Part II 


In this special section, Hospital Topics concludes its camera tour of 
the technical exhibits at the sixth national congress of the Association 
of Operating Room Nurses, held at the Shamrock-Hilton Hotel, 


Houston, Tex., February 9 through 12. 


Part I of the tour, which also featured some of the newest prod- 
ucts in the hospital field, appeared on pages 83 through 92 of the 


March issue. 


Right: Burleigh Jennings (I.) and William H. Buell, of 
Meinecke & Co., discuss the uses and advantages of 
Haemo-Sol with Vivian Hamberger, O.R.S., 
Hospital of Maryland, Baltimore. The labor-saving, no- 
scrub cleaner for laboratory, surgical apparatus and 
instruments, also extends the life of instruments, ac- 
C-360. 


Lutheran 


cording to the maker. 


Photos by HOSPITAL TOPICS 


Left: Charles Kantor, A. S. Aloe Co. representative, explains the 
Werner Cart to Doris H. Walk, O.R.S., Memorial Hospital, Belle- 
ville, Ill. The cart, conceived by an R.N., handles in a single 
unit the transportation of all contaminated materials from an 
infectious surgical case, minimizing handling, and helping prevent 
the spread of staph. C-361. 


Below: Zera A. Jones (I.) O.R. staff, and Maro S. Reeves, assistant 
supervisor, both of St. David’s Community Hospital, Austin, Tex., 
listen to a resume of the products of Parke, Davis & Co., by 
representatives C. J. Cowles (I.) and L. D. Weaver. Products of 
special interest to O.R. personnel were Surital sodium, Chloroantin, 
Benadryl, Carvrital, penicillin S-R and S-R-D. C-362. 
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Above: Moira Maclean, renal research nurse, Renal Laboratory, 
Georgetown University Medical Center, Washington, D. C., explains 
the twin-coil artificial kidney, manufactured by the Travenol Division 
of Baxter Laboratories, to LCRD Lucille Tucker, U.S. Naval Hospital, 
Memphis, Tenn. Miss Maclean spoke on the “Artificial Kidney and the 
Role of the O.R. Nurse” at one of the panel meetings. C-363. 


Above. Wright Mfg. Co. representatives Lynn Brown (I.) and Bob 
Russem show the new Veseley-Street split femur nail to (I. to r.) Sister 
M. Theobalda, O.R.S., St. Joseph’s Hospital, Paris, Tex.; Esther L. 
Klinke, R.N., Amarillo, Tex.; and Theresa R. Haley, O.R.S., VA Hos- 
pital, Amarillo, Tex. The nail is especially designed to control rotation 
of fractures, and uses a regular Hanson Street driver. C-365. 
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Above: Sister Mary Williams listens attentively as Lou Biery, repre- 
sentative of Clay-Adams, Inc., discusses the properties of loclide, a 
concentrated lodophor germicide which kills spores, viruses, fungus, 
bacteria (including tubercle bacillus) and staphylococcus aureus. The 
germicide is fast, penetrating, non-toxic and non-irritating in recom- 
mended solutions, and is easy to store, prepare and use. C-364. 


‘i 


Below: Lorene Meberg, supervisor, Alexander 
City Hospital, Ala., is interested in the Stan- 
velope system for putting up sterile needles and 
syringes, explained to her by S. J. Stanley of 
Stanley Supply Co. Also featured were disposable 
conductive booties, printed autoclave tape, and 
paper for sterile packs. C-366. 
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Below: Margaret L. Taylor, O.R.S., St. Vin- 
cent’s Hospital, Jacksonville, 
Ray G. Boothman, of Abbott Laboratories, 
about the company’s blood pump. Also shown 
were Plastipak blood bottles and disposable 
equipment, and such products as pentothal 
sodium, Quelicin, and procaine. 


Above: Margaret Hinchliffe (I.) and Monann Fee, both of the O.R. 
staff of the Parkland Memorial Hospital, Dallas, Tex., chat with 
Vincent Devine, representative of the Conco Surgical Products, Inc. The 
booth featured examples of the company’s line of elastic bandages, 
splints, traction equipment, and disposabl ining gloves. C-368. 


Left: A pleasant interlude at the Fengel Corp. booth was shared by 
Sister Mary Marget, O.R.S., St. Joseph’s Hospital, Houston, Tex., and 
Sister Mary Jude, of St. Edward’s Hospital, Cameron, Tex. Samuel 
Fengel discusses the line of English noncorrosive surgical needles 
carried by his company. C-369. 


Above: Robert Uphoof, of Snowden-Pencer Corp., demonstrates instru- 
ment sterilization with the company’s new surgical Instrument-Milk, to 
Esther R. Miller (I.), Children’s Hospital of Philadelphia, Pa., and 
Elizabeth S. Stittch, O.R.S., University of Maryland, Baltimore. The 
solution prevents instruments from rusting, keeps box locks free, per- 
mits autoclaving of sharps. C-370. 
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Above: The new Richards pneumatic tourniquet, 
successor to the Campbell-Boyd, is described to 
Sister Mary Louise, O.R.S., Columbus Hospital, 
Great Falls, Mont., by Kenneth Pfaff, of Richards 
Mfg. Co. Available at the booth was a compre- 
hensive brochure of the company’s fracture and 
orthopedic equipment and surgical instruments. 
C-371.. 


Above, left: Martha Bunn (I.) O.R.S., Randolph Hospital, Asheboro, N.C., and Eleanor M. 
Lachicotte, O.R.S., Medical College Hospital, Charleston, S.C., are given a working demon- 
stration of the “Ten Eighty Five” surgical operating table by model Eileen Debell and Bob 
Herzog, of the American Sterilizer Co. The table has a permanent base, flexible, radio- 
graphic top, divided foot section, and accessories including winged ether screen, TUR glide 
tray, detachable leg-holder sockets, and table-mounted instrument stand. C-372. 


Above, right: Eugenia Heiniger, of the industrial medicine department of Dow Chemical 
Co., learns how Minims are used from Bill McGourty, of Barnes-Hinds Ophthalmic Products, 
Inc. Minims are sterile, disposable units of ophthalmic drops for use in surgery, ophthal- 
mologist office, hospital ward, industrial medicine, emergency room. Solutions are buffered, 
and tonicity adjusted to maintain stability and provide optimal therapeutic effect. C-373. 


Below, left: Helen Kimmel, The Kimmel Co., demonstrates the new IV table unit to Ruby 
David (I.) O.R. staff, and Margaret Fowler, O.R.S., both of Crawford W. Long Hospital, 
Atlanta, Ga. Stainless steel multi-purpose table is mounted on 4” casters, ball-bearing, 
noiseless, and ethically conductive. For use in operating, emergency and delivery rooms, 
laboratory blood banks, outpatient departments and other units. C-374. 


Below, right: Joe Russell, of Will Ross, Inc., discusses some of his company’s products with 
Capt. Sara G. Jordan (I.), O.R.S., USAF Hospital, Castle AFB, Calif., and Capt. Goldie M. 
Ladner, O.R.S., USAF Hospital, 328th, Richards-Gebaur AFB, Grandview, Mo. Featured at 
the booth were Arex surgical cleanser for metal, glass, and rubber; Aren lubricating 
jelly in individual packets; and White Knight cloth glove wrappers. C-375. 
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Bob Above: Harley Baxter, Zimmer Mfg. Co., demonstrates new screw container to Monann Fee, DESERET 
ndio- O.R. staff nurse, Parkland Memorial Hospital, Dallas, Tex. Stainl steel contai facilitates 
slide handling of bone screws in surgery and aids in size recognition. Holds eight each of 14 
different sizes with size identification on center strip. Inside top is cushioned. If turned 
over when closed, screws stay in place. C-376. 
nical 
lucts, 
thal- Above, right: Leona Wisofsky, R.N., Shamrock-Hilton Hotel nurse, Houston, examines sterile, 
ed, disposable, glass needle and syringe combination exhibited by (from left) Warren Sturr, Bob 
373. little, and Guy E. Whale, Becton, Dickinson and Co. Hypak combination comes in sealed 
polyethylene bag. Syringe has capacity of 2 cc., with needles color-coded. C-377. 
Ruby 
pital, Right: Mary E. Sutliff, Medical Division, Oak Ridge (Tenn.) Institute of Nuclear Studies, and 
ring, Victor 1. Cartwright, Deseret Pharmaceutical Co. discuss sterile pack Intracath, an intravenous 
pom, catheter placement unit, which eliminates scrubbing, gloving and usual arm board. C-378. 
with 
> Below: Featured at Franklin C. Hollister Co. booth is Ident-A-Band, Below: Raymond E. Clarke, George P. Pilling & Son Co., demonstrates 
de for positive all-patient identification. Donald Anderson and Patricia to Elizabeth E. Kinloch, O.R.S., Mercy Hospital, Miami, Fla., advan- 
ating Cain (c.) show Irene Harvey, assistant director of nursing, Phelps tages of new arterial graft, which was part of display featuring a 


Memorial Hospital, Tarrytown, N.Y., how band is sealed on wrist 
with complete data for checking patient. C-379. 
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specially selected group of surgical instrument specialities. Mechanical 
details were also discussed. C-380. 
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Above: Recovery room stretcher of Pratt Hospi- 
tal Equipment Manufacturing Co. is examined by 
Tom Flahaven (r.), manager, Best Rentals Inc. 
Mr. and Mrs. E. O. Pratt demonstrate all posi- 
tion retractable side rails. Stretcher also has 
removable head rail, IV Hanger, hydraulically 
adjustable head rest, and lower tray for blankets 
and accessory storage. C-381. 


Above, right: Lt. Doris M. Allen, O.R. instructor, 
U.S. Naval Hospital, Bethesda, Md., stops to view 
syringe and glassware washer. Jack R. Gustin, 
Gomco Surgical Manufacturing Corp., discusses 
features of washer which include stainless steel 
construction and walking wall of water technic. 
The washer uses 24 quarts of water, four quarts 
for each of the four cycles. C-382. 


FOR EASY AND QUICK MATIN 


Above: Capt. Jewel M. Kenny, USAF (NC) nurse and medical specialist officer, 
Dallas, Tex., disposable latex surgical gloves exhibited by E. A. Adelman, 
Perry Rubber Co. Gloves are prepackaged, prepowdered, ready for the autoclave, 


and priced lower than average cost for processing and use. Autoclave-indicator 
tape is on package. C-383. 


Left: Herbert L. Adler, Randall Faichney Corp., discusses one of many items on 
display with Lorraine Noblett, private scrub nurse, Northwestern Texas Hospital, 
Amarillo. Urinary drainage set was introduced at booth. Packaged sterile, the 
disposable item is designed for narrow neck receptacles. C-384. 
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Above: Lt. Edith V. DeDominick, O.R. staff nurse, 
U.S. Naval Hospital, San Diego, Calif., stops at 
Codman & Shurtleff, Inc. booth to view new 
surgeon’s hemostats. Alfred A. Amendola, Jr., 
points out non-glare finish, chamfered edges, and 
box locks which insure perfect jaw alignment. In- 
ner surfaces are polished and _ ultrasonically 
cleaned for smooth action. C-385. 


Right: Frances Schambari (I.), O.R.S., and Mar- 
garet Blewitt, O.R.S., Edgewater Hospital, Chi- 
cago, look over literature describing E. R. Squibb 
& Sons’ new therapeutic agents, such as Vesprin, 
and Mecostrin chloride, for prevention and treat- 
ment of disease. Carl Murray discusses results of 
research in new products and improvements in 
products already marketed. C-386. 
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Above: (From left) G. W. Bowne, Art Schmidt, 
W. R. Blaikie, Joh & Joh , demonstrate 
new Elastikon Porous Adhesive Tape to Mrs. 
Ola H. Case, O.R.S., Topeka (Kans.) State Hospi- 
tal. Tape allows skin areation, eliminates irrita- 


tion, is flesh colored, elastic, and comes in three 


sizes—2”, 3”, and 4” widths. C-387. 


Above, left: The Steriphane system, which utilizes 
hospitals’ regular supply of reusable syringes 
and needles, was exhibited at Harold Supply 
Corp. booth. John F. Steiger explains to Shirley 
Hall (c.), post graduate student nurse, Baylor 
University, Dallas, Tex., and Jean Baisley, O.R.S., 
St. Boniface Hospital, Winnipeg, Canada, how 
heat sealed needle and syringe envelopes are 
key to sterility and efficiency. C-388. 
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Margarite Ragsdale, O.R. staff nurse, Sedg- 
wick County Hospital, Wichita, Kans., visits 
The MacBick Co. display of Pour-O-Vac 
flasks and closures for surgical fluids. John 
Lewis explains products’ advantages. C-389. 


Deknatel ‘K’ needle is featured at J. A. 
Deknatel & Son, Inc., booth. Abe Soontup 
describes to Jimmie McGill (I.), Public Health 
Supervisor, Harris County Health Unit, Hous- 
ton, Agnes M. O’Roueke, O.R. staff nurse, 
and Dema Duke, O.R. staff nurse, Lisbon VA 
Hospital, Dallas, Tex., advantages of all- 
purpose needle’s new point designed for 
sharpness and control. C-390. 


Katherine L. Swanson, assistant O.R.S., Sisters 
of Charity Hospital, Buffalo, N.Y., examines 
Marco expenda-gloves demonstrated by R. E. 
Rummage, Massillon Rubber Co. The. plastic 
gloves are packaged in a paper roll. C-391. 


Bard-Parker and Co. booth features sterile 
Rib-Back reinforced surgical blades. Jim Worn- 
staff (I.) and Charlie Moore demonstrate 
puncture proof envelope that can be auto- 
claved to Ealean M. Lawhorne, O.R.S., Lynch- 
burg (Va.) General Hospital. C-392. 
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Sister Barnard Marie (I.), O.R.S., St. Mary's 
Hospital, Madison, Wisc.; Sister Mary Giles, 
O.R.S., St. Mary’s Hospital, Kansas City, Mo, 
and Lee Stryker, Orthopedic Frame Co., dis- 
cuss features of CircOlectric bed. C-393. 
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(Continued from page 7) 


hips, and above and below the 
knees. Dr. Yale believes that the 
feet are the key to good technic, 
and that a good relaxed motion 
allows for healthful foot function 
beyond anything available now. 


Dr. Yale stressed the beneficial 
effects of “hooping” on the devel- 
opment and maintenance of muscle 
tone in the legs and feet. 


Population, 175,600,000, 
Grows Like Topsy 


The population of the United 
States continued to grow rapidly 
during 1958. The total popula- 
tion, including the Armed Forces 
overseas, reached a record high of 
175,600,000. 


This was an increase of about 
2,860,000 for the year. Since the 
1950 census, nearly 24.5 million 
people have been added to the 
population, an increase averaging 
1.7 percent annually. 


Typewriter for Paralyzed 
Operated by Head Lamp 


A remote control typewriter, oper- 
ated with a beam from a small 
head lamp, has been developed for 
the use of paralyzed persons. 


Working on the principle that 
neck and head muscles have the 
greatest residual muscular control, 
the typewriter was designed to be 
operated by these muscles. 


A photoelectric cell panel board 
containing specific target areas 
representing each typewriter key 
is coupled to a standard electric 
typewriter.. When a parallel-beam 
light from a small head lamp 
strikes the desired target area, the 
letter is printed. 


A 15-degree motion of the head 
is sufficient to work any area of 
the panel board, according to Alan 
Ziskind, M.D., and Richard L. 
Ziskind, Boston. To avoid unin- 
tentionally sweeping over many 
letters in the process of selecting 
one, a small microswitch is inter- 
posed in the circuit. 


While learning to operate the 
typewriter, the individual must 
close this switch to complete the 
circuit and type the letter. The 
switch may be controlled by any 
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area of the body where minimal 
motor function exists. 


After the person becomes expe- 
rienced at using the machine, he 
can forego the use of the switch. 
Most patients can learn to type 
about 30 words a minute. 


Lollipop Licking 
Aids Child’s Liver 


Lollipops help protect a sick child’s 
liver, reports Charles A. Tomp- 
kins, M.D. Since the supply of 
sugar in a child’s liver is small 


compared to adults, it is more 
quickly exhausted. 


Lollipops or some other form 
of concentrated carbohydrate often 
can prevent or lessen the major 
symptoms of childhood _ illness: 
vomiting, hyperventilation, fever 
and convulsions. 


With a sick child, refined sugar 
is used not as a food but as a 
medicine, said Dr. Tompkins. ‘The 
whole train of symptoms can often 
be avoided by giving the sugar 
to him promptly. 
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TRACTION EQUIPMENT 


...easy for you to clean 
...CcComfortable for your patients 


ZIMFOAM® Head Halter, No. 996 


Made of perforated foam rubber with rayon 
backing. Construction and design combine to 
produce more effective therapy and greater 
patient comfort. Zimfoam prevents the temporo- 
mandibular pain common to head halters. And 


it’s completely washable. The Zimfoam 


of four quality head halters—each designed 
to meet specific patient requirements—now 


manufactured by Zimmer. 


Traction Anklet, No. 926 


is one 


Constructed of soft leather and lined with 
felt, this anklet can be used-for many types 
of leg traction. Anklets, used in pairs, can 
also be used to apply traction to the pelvic 
region. Comes in “large” and “small” sizes. 


ZIMMER Traction Belts 


Used to treat various back pains—slipped vertebral disc, minor 
fractures of vertebral processes, sprains. Sized by hip measurement. 


No. 662—White coutil lined with 
canton flannel. Two lace sections for 
adjustment, two elastic inserts. Adjust- 
able straps with sliding buckle. Sized 
by hip measurement. 85% of patients 
can be fitted from four belt sizes. 


No. 649—Reinforced Army 
Duck lined with canton flan- 
nel. Straps are adjustable 
with sliding buckle. Even 
sizes only. Sized by hip 
measurement. 


No. 569—Army Duck lined 
with canton flannel. Straps 
non-adjustable. Even sizes 
only. Sized by hip meas- 
urement. 


ZIMMER MANUFACTURING COMPANY 


LOOK FOR THE TRADEMARK (@®) 


Warsaw, Indiana, U.S.A. 
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A candid look at the need 
for inventory control in 
small hospital pharmacy 


operation 


by Alfred A. Mannino 


EXECUTIVE DIRECTOR, HOSPITAL DEPT. 
McKESSON & ROBBINS, INC. 


The key to successful hospital pharmacy opera- 
tion is inventory control. There’s a very simple way to 
demonstrate how costly improper inventory control 
can be. The pharmacist has only to look at Tony, the 
pushcart peddler, who faces this problem every day. 
If Tony starts his rounds with too many apples, he will 
expend extra energy all day long pushing a burden 
left unsold at the end of the day. On the other hand, if 
he starts with too few apples, he will run out and have 
to expend extra energy going back for more. 


The same is true of the hospital pharmacy, except that 
where the pushcart peddler pays for improper inven- 
tory control in energy, the pharmacy pays in money. 
Indeed, the entire hospital operation may be endan- 
gered by lack of inventory control in the pharmacy, for 
almost a third of every hospital supply dollar goes for 
pharmacy purchases. 


Many people are frightened by inventory control, 
and certainly it presents a far greater problem for the 
hospital pharmacist than it does for the pushcart ped- 
dler. But the fact is that the principles of inventory con- 
trol remain the same, whether the inventory is the 
some 7,000 items with which the average hospital 
pharmacy deals or the single item of apples faced by 
our pushcart peddler. 


Basically, inventory control is balance—the balance 
of two sets of costs which together make the total cost 
of operation. On one side of the scale go procurement 
costs, and on the other side go carrying costs. 


These two costs constantly affect each other. A de- 
crease in procurement costs will cause an increase in 
carrying costs, and vice versa. When the scale tips one 


way or the other, inventory control is not functioning 
properly. The scale will balance, however, when you 
reach the level at which the combined costs of procur- 
ing and carrying inventory are at a minimum. Then, 
inventory control is functioning to make your pharmacy 
operation as profitable as possible. 


What are the factors involved in these two sets of 
costs? Procurement costs consist of the time and 
money spent in replenishment studies, purchase ac- 
tions, receiving stock, inspecting stock, and of course, 
paying for stock. Carrying costs consist of elements 
such as interest, obsolescence, loss through theft or 
damage, deterioration and storage. 


The size of the hospital pharmacy inventory is obviously 
of great importance. Large inventory, with its corre- 
sponding increase in carrying costs, has long represented 
a major threat to proper inventory control. Today, 
however, smaller inventory is no longer a problem. 
McKesson & Robbins Hospital Service Department is 
proud of the part it has played in helping to make 
smaller inventories possible through its fast delivery 
service. With 84 warehousing units located strategi- 
cally throughout the country, a local source of supply 
is available any hour of day or night for emergency 
deliveries as well as routine service. 


Just as McKesson & Robbins saw the need for 
supply service which would make smaller inventory 
possible, it also has long been aware of the many other 
problems you face in achieving proper inventory con- 
trol in your hospital pharmacy. Its experience in spe- 
cializing in the business problems of hospital pharma- 
cies is one reason why 60% of the nation’s hospitals 
depend on McKesson for economical and efficient 
management of their hospital pharmacies. 


A McKesson representative will be glad to discuss your 
business problems with you—at no obligation. Why 
not let us send you the name of the McKesson Hospital 
Service Department nearest you. Address your in- 
quiry to A. A. Mannino, McKesson & Robbins, 155 
East 44th St., New York 17, N. Y. 
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The Pharmacy 


Pharmaceutical Manufacturers’ Association 
. . . Chicago, February 9-11 


@ Members of the pharmaceutical 
industry gathered at the Edgewater 
Beach Hotel in Chicago, February 
9-11, for the Pharmaceutical Man- 
ufacturers’ Association meeting. 


The following are selected ab- 
stracts from talks presented at the 
meeting. 


Drug Output and Sales 
To Quadruple by 1975 


Industry output of prescription 
drugs will quadruple by 1975, 
with sales increasing to a possible 
$5.2 billion. 


These predictions are based on 
a study conducted last year at 
Massachusetts Institute of ‘Tech- 
nology and assume the following 
medical advances: 


1. A cancer cure by 1965. 


2. A heart disease drug or series 
of drugs by 1962. 


3. Major new drugs for treating 
mental disease by 1962. 


4. An effective vaccine for the 
common cold by 1962. 


5. An important breakthrough 
in rheumatism and arthritis dis- 
eases by 1962 or shortly after. 


These advances, along with pop- 
ulation growth and longer life 
expectancy, should increase drug 
sales to $2.8 billion in 1965 and 
$3.8 billion in 1970. With antici- 
pated improvements in cancer, 
heart, rheumatic, virus, and men- 
tal disease treatment, the $5.2 bil- 
lion mark is very possible by 1975. 
This would be a $3.4 billion in- 
crease over last year’s sales figure 
of $1.8 billion. 


Prescription drugs now outsell 
over-the-counter proprietary prod- 
ucts, and the market continues to 
grow. By 1975, it may account for 
more than 90 percent of total drug 
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sales. — George B. Stone, manager, 
J. B. Roerig Division, Chas. Pfizer 
& Co., Inc. 


Lists FDA Rules for Safe 
Drug Testing Periods 


In testing new drugs, manufactur- 
ers should follow the rules of the 
Food and Drug Administration as 
to what constitutes a sufficient du- 
ration of animal reaction study. 
Although it is impossible for a 
single rule to cover all types of 
products, the FDA uses the follow- 
ing guides: 

1. For drugs that are to be given 
only once or twice, two weeks to a 
month’s observation. 


2. Drugs spanning up to a 
month’s treatment, a minimum of 
three-months’ study. 


3. For drugs to be used in 
chronic diseases, one year in rats 
and six months in dogs. This group 
includes tranquilizer, anti-hyper- 
tensive, and anticonvulsant drugs. 


4. Drugs for over - the - counter 
purchase, up to two years’ clinical 
study in rats and dogs.— Dr. Ar- 
nold J. Lehman, director, division 
of pharmacology, Food and Drug 
Administration. 


Drug Testing Job of Both 
Industry and Doctor 


Responsibility for testing new drugs 
lies with both the pharmaceutical 
industry and the physicians con- 
ducting clinical studies, subject to 
approval by the Food and Drug 
Administration. 


The industry begins by present- 
ing an accurate picture of the 
drug’s capabilities — its dangers as 
well as its advantages — as the re- 
sult of its testing. 


Given such a picture, the phy- 
sician might reasonably proceed 


in deciding whether or not to use 
a particular drug, since judgment 
and care on his part are an ac- 
cepted necessity in the safe use of 
modern pharmaceuticals. — Irwin 
C. Winter, M.D., director of clini- 
cal investigation, G. D. Searle & Co. 


Urges Industry to Work 
For Good Public Relations 


Communication with the public is 
not an annoyance; it is part of our 
industry’s job. The question is not 
whether we can afford public re- 
lations, but whether we can afford 
bad public relations. 


More and more “bad neighbor” 
reports about our industry are be- 
ginning to appear in national pub- 
lications. We are accused of col- 
lusive pricing, of excessive profit, 
of engaging in a “rat race” of 
product duplication, and last, but 
most ominous, of unfounded and 
exaggerated therapeutic claims for 
the items which we manufacture. 


There is little or no factual 
ground for accusations of collusion 
or restrictive distribution prac- 
tices. Instead, it is being demon- 
strated that members of the phar- 
maceutical industry are as much, 
or more, competitive than those 
of any other industry. 


Yet, we are not perfect and must 
open our eyes if we want to gain 
respect from the profession and 
the public. 


Our medical colleagues’ feelings 
can be seen in the AMA report 
entitled, “Attitudes of U. S. Phy- 
sicians Toward the American 
Pharmaceutical Industry.” From it, 
we see that much of our promo- 
tional literature is wasted on the 
doctors. This is because of the 
excessive amount they receive, and 
their doubtful attitudes toward 


(Continued on next page) 
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some of the statements contained 
in them. This doubt is reinforced 
by case examples of far-fetched 
claims which are being exposed in 
public journals. 


Another fact brought out in the 
AMA report was that less than 10 
percent of physicians are critical 
of our industry’s cooperation with 
them. However, about half be- 
lieve we are more interested in 
making money than in helping 
doctors. One-fourth think we make 
too much profit. Over two-thirds 
do not think that advertising re- 
duces the cost of drugs to the 
patient; over a third think we 
spend too much money on adver- 
tising. These latter feelings prob- 
ably arise from our direct mail 
endeavors. 


Through considering this report 
and others, it is becoming most 
apparent that we have not done a 
good enough job of selling our 
role in medical care to the public. 
Nor have we adequately refuted 
all the doubts of the medical pro- 
fession regarding our activities and 
motives. Because of this, we must 
be more conscious of our ethical 
responsibilities, not only among 
ourselves, but especially to the 
physician and the public. 


The public expects a new mir- 
acle drug every 60 days. Usually, 
there is a science writer who will 
report on one, no matter how imag- 
inative the report may be. 


We know there are no miracle 
drugs — just better drugs. Few ad- 
vances in medicine do not bring 
risk of side-effects, contraindica- 
tions, or a requirement for more 
definite diagnosis and therapeutic 
caution. We must make certain 
that these risks are made known 
to the physician and public and 
not hidden behind the rosy spot- 
light of publicity. 


We are in a period where in- 
creased research and development 
have made it difficult to evaluate 
the sales life of a new product. 
Rapid obsolescence is becoming 
prevalent in the pace of new item 
production and decreasing product 
or brand loyalty. Therefore, we 
must promote new products rap- 
idly if reasonable sales volume is 


to be realized before they are su- 
perseded by other products. 


Because of this fast pace, we 
must insist that only the truth be 
told. If we don’t, we are in danger 
of having the medical profession 
and public, justly or unjustly, in- 
terpret any exaggeration or am- 
biguity as fictitious claim, unjusti- 
fiable optimism, or calculated 
falsehood. 


The physician must be able to 
rely upon the factual information 
with which we supply him. We 
must never use promotion to knock 
a competitor or put a doubt in 
the doctor’s mind in order to sell 
our own product. This is not only 
the industry’s responsibility, it is 
also an individual responsibility. 

If the present situation is not 
corrected, we can expect, and prob- 
ably deserve, the effects. There is 
presently a move to set up an 
independent medical agency to ap- 
praise new drugs for doctors will- 
ing to pay for the service. This 
would be a catastrophe when we 
have the facilities to handle the 
problem ourselves. 


We must adopt and maintain 
standards of behavior, product 
quality, promotional claims, and 
economic procedures. We must 
recognize that quality, not quan- 
tity, is the only criterion for our 
advertising. If we do this, we can 
justify greater growth in our in- 
dustry and receive full public and 
medical approval and demand for 
products of our research and _pro- 
duction. — Harry J. Loynd, presi- 
dent, Parke, Davis & Co. 


(The following editorials, re- 
printed with permission from 
Northwest Medicine, offer addi- 
tional information and_ further 
viewpoints on problems in pharma- 
ceuticals and their manufacture.) 


Physician Needed 


Magazine editors have difficult 
problems which they sometimes 
attempt to solve by publishing 
sensational material. Unfortunate- 
ly, they sometimes permit their 
writers to use medical subjects for 
sensational treatment, not recog- 
nizing, because of lack of back- 
ground information, either the 
falsity of the arguments put forth 


or the harm which may result 
from the suspicions aroused. Some. 
times the use of sensational medi- 
cal articles is a move of despera- 
tion, made by an editor whose 
magazine is slipping in advertising 
or circulation or both. 

A few years ago the dying 
Colliers made a cover feature of 
an article, “Why Some _ Doctors 
Should Be In fail.” This was 
surprising when it appeared but 
not after the magazine was with. 
drawn from publication. The edi- 
tors must have been desperate. It 
is considerably more surprising to 
find the control-editors of Saturday 
Review permitting the editor of a 
department to do the same sort 
of thing. SR’s science editor took 
a fling at the medical profession 
and drug manufacturers the 
issues of January 3 and February 
7. Both articles were cover fea- 
tures. It is hoped that the desper- 
ation which plagued Colliers is 
not now plaguing Saturday Re- 
view. It has much to offer as a 
journal devoted to literature but 
its usefulness as an outlet for 
scientific information is made 
somewhat doubtful by the _per- 
formance of Mr. Lear. Perhaps the 
controlling editors of SR_ should 
employ a well-informed physician 
to supply the background infor- 
mation apparently not now at 
command of their science editor. 


In the first piece, Mr. Lear 
quotes extensively from one ar- 
ticle in Postgraduate Medicine and 
briefly from an article in the New 
England Journal. The result of 
these quotations plus considerable 
pontification by Mr. Lear, would 
lead the reader to believe that 
many physicians are careless, that 
they do not bother to make diag- 
noses before starting treatment and 
that indiscriminate dosing with 
antibiotics will cause great harm 
to a large number of individuals. 
The article also intimates that the 
miscreant medical profession can 
be made to behave only by pres- 
sure from an aroused public. Pre- 
sumably, Mr. Lear intends to do 
some of the arousing. 


In the January 3 article there 
is much discussion of the evils of 
pharmaceutical advertising. A two- 
page spread carries a reproduction 
of a portion of a brochure issued 

(Continued on page 88) 
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THE PHARMACY 
(Continued from page 86) 


by Pfizer Laboratories, Division of 
the Charles Pfizer Co., Inc. Across 
the top of this reproduction there 
are the words — Everyday 
Everywhere . . . More and More 
Physicians Find Sigmamycin the 
Antibiotic Therapy of Choice. Un- 
der this line appear four cards 
resembling those used by _physi- 
cians, bearing the name, specialty, 
office address, telephone number, 
and office hours. 


The advertisement obviously is 
intended to create good will for 
the product which is the purpose 
of most advertising. It made no 
therapeutic claims. It quoted no 
one. It made no implication ex- 
cept that a rather silly one was 
read into it by Mr. Lear. 


Use of the physicians’ cards was 
a rather neat device used by the 
advertising agency to indicate that 
many physicians used the product. 
Imputation of popularity is a 
standard advertising approach, al- 
most as old as the art of advertis- 
ing itself. It is not particularly 
scientific and is not intended to 
be. This particular example was 
a good advertising approach and 
physicians who saw it were per- 
fectly capable of assessing its 
value. They could do so because 
of their background of experience 
and knowledge. This basis of 
evaluation, of course, is not avail- 
able to Mr. Lear. 


Most physicians reading the ad- 
vertisement would have realized 
at once the names on the cards 
were fictitious. If there were any 
doubt, it could have been resolved 
by consulting the Directory of 
the American Medical Association, 
or the telephone books of the cities 
in question. Certainly these must 
be available in the New York edi- 
torial offices of the Saturday Re- 
view. Mr. Lear, however, neglected 
these obvious sources and naively 
sent letters to the names and ad- 
dresses on the cards. When they 
were returned to sender by the 
Post Office, he proudly had the 
envelopes photographed for publi- 
cation with his article condemning 
the advertiser. 


The second article is a curious 
mixture of apology, call for more 
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powerful governmental regulation 
and castigation of Henry Welch, 
Ph.D., who is Director of the Di- 
vision of Antibiotics of the Food 
and Drug Administration and who 
also is editor of two journals, 
Antibiotics and Chemotherapy and 
Clinical Therapy. Mr. Lear seems 
to think there is something evil 
about these journals being edited 
by a man presumably in position 
to know a great deal about the 
material presented while the jour- 
nals he edits accept advertising 
from pharmaceutical houses. Logi- 
cally extended this argument 
would condemn most of the medi- 
cal journals published this 
country today since their major 
if not entire source of income is 
from advertising. 


Through all of the second ar- 
ticle, as through the first, there 
runs the thread of criticism of 
current medical practice inter- 
woven with mistrust of the integ- 
rity of all concerned. It is a sur- 
prising performance in a magazine 
which presumably appeals to those 
who try to be well informed. Un- 
fortunately, it will mislead them 
because the author of the two 
articles seems to know so little 
about medicine, the men devoted 
to the healing art or the remark- 
able contributions of the pharma- 
ceutical industry to medical prog- 
ress. Controlling editors of 
Saturday Review might do well to 
protect their science editor by em- 
ploying a mature physician to 
assist in preparation of articles in 
the medical field. 


Pharmaceutical 
Manufacturers 
Disapprove Subsidy 


Pharmaceutical manufacturers 
have gently but firmly expressed 
their lack of enthusiasm for gov- 
ernment support of pharmaceuti- 
cal research. A statement adopted 
at a meeting in New York, Janu- 
ary 8, makes their position clear. 
They prefer to pursue their own 
ends in their own way and are 
now doing so with ample funds 
and equipment. The _ industry 
spent $127 million in 1957, $170 
million in 1958 and plans to spend 
$190 million this year. 


ae 


Most of the research money be- 
ing spent by pharmaceutical man. 
ufacturers goes for applied research 
although some basic work is being 
done. Expansion of present ac- 
tivities through government 
port would demand increase in 
personnel and equipment. This 
would result inevitably in deple- 
tion of resources at academic 
institutions. Most serious loss to 
basic research would be in trained 
personnel. The pharmaceutical in- 
dustry recognizes the tremendous 
importance of basic research and 
is far-sighted enough to see that its 
own future depends on continua- 
tion of adequate basic work. 


The manufacturers point out 
that the present extensive series 
of contracts for investigation of 
cancer chemotherapeutic agents 
should not be permitted to estab- 
lish a pattern. This approach may 
have been justified because of the 
massive program required for 
screening products and the lack 
of leads after years of investiga- 
tion. 


In an effort to keep the lines 
clear between basic and applied 
research, the Pharmaceutical Man- 
ufacturers Association adopted the 
following statement of principles 
at the New York Meeting: 


1. Since our further progress 
in medicine depends upon. the 
supply of highly-qualified scien- 
tists, the training of additional 
teachers and research personnel 
should have the highest priority. 


2. Government funds should be 
principally allocated to basic re- 
search objectives, to expand our 
fundamental knowledge in all 
medical fields, rather than to ap- 
plied research and development. 


3. Except in unusual circum- 
stances, government funds should 
therefore be allocated to non-profit 
institutions, such as medical 
schools, hospitals, and _ research 
institutions, rather than to private 
industry. Private industry should 
be subsidized only in cases where 
no non-profit organization can do 
the job. In such exceptional cases, 
however, full cooperation can be 
expected from a _ pharmaceutical 
firm approached by the Federal 
Government because of its unique 
qualifications. 
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The more literature on 
pulmonary embolism... 
the better the case for T.E.D. 
Compression Stockings 


Where T. E.D. Compression Stockings 
are in common post-operative use — 
hospital fatality rates due to 

pulmonary embolism are uncommonly low.’ 


The steady, uniform pressure of T.E.D. Compression 
Stockings can be applied even by an unskilled nurse’s aid. 
And you’re confident the over-all compression is 

between 10 and 15 mm. of mercury—the ideal range in 
prophylaxis for thrombo-embolic disease. 


The caliber of deep leg veins is reduced enough to accelerate 
blood velocity so as to discourage thrombus formation. 


E. D. 


COMPRESSION STOCKINGS 
Bauer « Black 


DIVISION OF THE KENDALL COMPANY 


APRIL, 1959 


FOR COMPLETE LITERATURE 


on thrombo-embolic prophylaxis using T.E.D. 
Compression Stockings, fill in and mail this cou- 


pon to: 


BAUER & BLACK 
Dept. HT-4, 309 W. Jackson Bivd. 
Chicago 6, Ill. 


Name 


Recent Literature 
on Thrombosis 
and Pulmonary Embolism 


. Paulsen, P. F.; Creech, O., Jr., and 


DeBakey, M. E.: Observations on 
the Venous Circulation Time in the 
Lower Extremities: Effect of Eleva- 
tion and Compression Bandages, 
Surgical Forum, Clinical Congress 
of the American College of Surgeons 
5:137, 1955. 


. DeLaughter, G. D., Jr.: Embolism, 


Pulmonary, in Conn., H. F.: Current 
Therapy 1958, Philadelphia, W. B. 
Saunders Company, 1958, p. 83. 


. Wilkins, R. W.; Mixter, G., Jr.; 


Stanton, J. R., and Litter, J.: Elastic 
Stockings in the Prevention of Pul- 
monary Embolism, New England J. 
M. 246: 360 (Mar. 6) 1952. 


. Wilkins, R. W., and Stanton, J. R.: 


Elastic Stockings in the Prevention 
of Pulmonary Embolism, New Eng- 
land J. M. 248 :1087 (June 25) 1953. 


. Bang, N.; Iversen, K., and Schmidt, 


H.: Thrombo-embolic Pulmonary 
Diseases Illustrated by Clinical Ex- 
amination and Autopsy Findings in 
Larger Hospital Material, Nord. 
med.: 60:1413-1416 (Oct. 2) 1958 
(In Danish) (Stockholm). 


. Hunter, R. B.: Pulmonary Embo- 


lism, Brit. M. J. 1:1424 (June 11) 
1955. 


. Parker, M. P., and Smith, J. R.: 


Pulmonary Embolism and Infarction. 
A Review of the Physiologic Conse- 
quences of Pulmonary Arterial Ob- 
struction, American Journal of Med. 
p. 402 (Mar.) 1958. 


. Macleod, J.: Pulmonary Embolism, 


J. Roy. College of Surgeons of Edin- 
burgh 1:213 (Mar.) 1956. 


. Houston, A. N.; Roy, W. A., and 


Faust, R. A.: Thrombophlebitis of 
Superficial Abdominal Veins, J. A. 
M. A. 166:2158 (April 26) 1958. 


. Marino, D. J., and Fuchs, M.: Path- 


ogenesis, Diagnosis, and Manage- 
ment of Thrombophlebitis, Geriat. 
13:307 (May) 1958. 


Address 


Zone___State 
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Eases Infants’ Colds 

Corilin, combining antihistaminic, 
analgesic, and antipyretic agents to 
treat common cold in infants, has 
been announced by Schering Corp. 


Each cc. of the fruit-flavored 
liquid contains 0.75 mg. chlor- 
prophenpyridamine maleate, 80 
mg. sodium salicylate, and 25 mg. 
glycine. 

Supplied in 30-cc. bottle with 
calibrated dropper. 


Vaginal Suppositories 
‘Neosporin’ vaginal suppositories, 
indicated in the treatment of vagi- 
nitis, cervicitis, and trichomoniasis, 
is being marketed by Burroughs 
Wellcome & Co., Inc. 


Each wedge-shaped suppository 
contains 20,000 units of ‘Aerospor- 
in’® brand polymyxin B sulfate, 
5 mg. of neomycin sulfate, 250 mg. 
of acetarsone, and approximately 
1 Gm. of beta-lactose in a water- 
soluble base containing a wetting 
agent. 


prescription pad. 


Supplied in boxes of 12; each 
suppository individually foil- 
wrapped. 


Topical Corticosteroid 


E. R. Squibb & Sons has announced 
the availability of Kenalog, a topi- 
cal corticosteroid that provides re- 
lief of itching, burning, and in- 
flamed skin lesions. 


Containing triamcinolone aceto- 
nide, it is available in three forms: 
cream, lotion, and ointment. 


Cream form supplied in 5 Gm. 
and 15 Gm. tubes; lotion form in 
15 cc. plastic squeeze bottles; and 
ointment form in 5 Gm. and 15 
Gm. tubes. 


Elixir for Diabetics 


Diabinese, containing the oral hy- 
poglycemic agent, chlorpropamide, 
has been introduced by Pfizer Lab- 
oratories. 


Recommended in the control of 
the mild to moderately severe adult 
stable diabetic, it is suggested for 


‘Theimprovedanalog of 
been hearing about is a 
product CIBA research 


| 


(hydrochlorothiazide CIBA) 


ypertension 


use occasionally with decreased in. 
sulin dosage in the management of 
adult diabetics of the “brittle” type. 


Diabinese is supplied in bottle 
of 100 for the 100 mg. chlorp:opa- 
mide tablets, or bottles of 60 and 
100 for the 250 mg. size. 


Treats Angina Pectoris 


Wyeth Laboratories has intro. 
duced Equanitrate, recommended 
for use in treatment of angina 
pectoris. 


Each oval tablet contains 200 
mg. of meprobamate (Equanil) and 
10 mg. of pentaerythritol tetra. 
nitrate (PETR). 


Supplied in bottles of 50 tablets, 


For Psychosomatic Therapy 


Sterotril, indicated for the dual 
problems of steroid-responsive dis- 
eases having a stress overlay, has 
been introduced by Schering Corp. 


Each tablet contains 2 mg. of 
perphenazine (Trilafon) and 25 
mg. of prednisone (Merticorten). 


Available in stock packages of 
30 and 100 tablets. 
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CONTROL OF 
AMMONIACAL DERMATITIS 


DECUBITUS ULCERS 


ANTIBACTERIAL WATER MISCIBLE 


Diaparene Ointment 


DIAPARENE OINTMENT — Therapeutically ef- 

| fective for decubitus ulcers, and controls offen- 
sive odor usually encountered in incontinents.!3 
When applied to skin after each change of bed 
linen and after each bath, promotes rapid healing 
of ammonia dermatitis.” 


For The Bedridden and Incontinent - 


WITH 


CHLORIDE 


ANTI-BACTERIAL 
| OINTMENT—PERI-ANAL® CREME 
DUSTING POWDER-SURGICAL SOLUTION 


Diaparene. 


Lhagparene Port Ana 


DIAPARENE PERI-ANAL CREME — Healed or 
improved all cases of decubitus ulcers under obser- 
vation.?* An efficient and safe agent in the pre- 
vention and treatment of peri-anal dermatitis.* 


DIAPARENE DUSTING POWDER— 
Dusted into bed linens, works as ad- 
juvant therapy with DIAPARENE RINSE 
for decubitus ulcers, with a marked de- 
crease in the usual offensive odors.!* 
Used with DIAPARENE OINTMENT, 
cleared up or improved all cases of uri- 
nary dermatitis.” 


DIAPARENE SURGICAL SOLUTION — 
DIAPARENE impregnated dressings, dia- 
pers, or towels are effective prophylacti- 
cally in urinary excoriation.5® Use of 
this solution results in evident reduction 
in ward 


(1) Sale’, Joseph O.: The Effect of Diaparene Chloride in the Aged Incon- 
tinent, M. Times 83:408, April 1955. 

(2) Craven, Dolly M.: An Exchange for Ingenious Ideas about Nursing, Am. 
J. Nursing 56:1293, October 1956. 

3) Smigel, Joseph O., Murphy, Charles M., Lowe, Karl J., Gibson, John H.: 
Skin in The Incontinent Aged, J. Am. Geriatrics Soc. 5:671, 


APRIL, 1959 


HOMEMAKERS PRODUCTS DIVISION - George A. Breon & Company, 1450 Broadway, New York 18, N. Y. 


(4) Grossman, L.: A New Specific Treatment for Perianal Dermatitis, Arch. 

Pediat. 71:173, June 1954. 

(5) Nagamatsu, G., Johnson, T., Silverstein, M. E.: A New Skin Treatment ! 
for the Incontinent Patient, Geriatrics 4:5, Sep.-Oct. 1949. 


(6) Barwise, Constance M., Caron, Mary A.: Chemical Treatment of Sheets 
Prevents Urinary Lesions and Odors, Mental Hospitals 3:6, June 1952. 
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DRY PAK 


NEEDLED SILK 


in transparent 


PLASTIC PAK 


@ Transparent Deknatel Plastic Pak is sterilized in the solution 
you have known and relied upon: FORMALDEHYDE. 


@ Each Deknatel Pak is subjected to an exacting test for leakage. 
@ There is no leakage problem with the Deknatel Pak. Prove it to yourself: 


Deknatel Plastic Pak is stored in a jar solution containing fluorescein dye. 
Should a Pak develop a leak, detection is immediate and foolproof: Pak would 
contain colored storage fluid. ONLY DEKNATEL gives you this visual protection! 


FAST, SIMPLE HANDLING 


SLIDE OUT 


ONE-HAND UNWIND SLIDE OFF 


Invert reel and press sides. Instru- Hold suture end. Metal reel Needle is automatically freed 
ments not needed for removal — unwinds by its own weight. from its protective metal tab. 
reel drops freely from cut Pak. No instruments required. 


J. A. Deknatel & Son, hh 
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Training Medical Technologists 


(A close relationship exists between 
pointing the interest of undecided 
students in the direction of a career 
in medical technology and the ori- 
entation of the actual beginning 
medical technology student to his 
new field. In the following article, 
Dr. Myers makes this relationship 
apparent and discusses some de- 
sirable approaches to each.) 


@ It seems as though an unstable 
situation is developing with respect 
to recruitment. 


As increased publicity pertaining 
to the profession of medical tech- 
nology appears, more are being 
attracted to it—but with insuffi- 
cient knowledge about the field. 
Many students thus enter college 
with the idea of studying medical 
technology who are not suited for 
it As a result, some schools are 
having a drop-out from the fresh- 
man to the senior class of as much 
as 40 to 5. 


This attrition rate, and the cor- 
relative lack of proper informa- 
tion, could have an unfavorable 
effect on recruitment by causing 
suitable students to shy away from 
the field. There needs to be more 
of the right kind of publicity re- 
garding qualifications for the field 
and the development of suitable 
aptitude tests and screening proce- 
dures. 


Some of the qualities which a 
prospective student of medical 
technology should have are desire 
for service above monetary gain; 
scientific interest; mathematical 
ability; willingness to work and 
study hard; integrity and intellec- 
tual honesty; willingness to ac- 
cept criticism and profit by it; 
"Director, the Myers Clinic— Broaddus Hos- 


Pital School of Medical Technology affiliated 
= Alderson-Broaddus College, Philippi, W. 
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Fourth in a Series 
By E. E. Myers, M.D.* 


initiative; ability to get along well 
with others; emotional stability; 
neatness; interest in and under- 
standing of mechanical things; abil- 
ity to perform delicate tasks with 
the hands; interest in people and 
in helping them. 

The student should understand 
that he will have to work with 
blood, specimens with disagreeable 
odors, animals, etc., and he should 
not be finicky about such matters. 
If the student has done well in 
chemistry, biology; physics and 
mathematics in high school, he 
will probably make good marks 
in medical technology subjects. 


Every college which has _pre- 
medical technology students should 
have a Pre-Medical Technology 
Club to which all pre-technology 
students should be required to be- 
long. The affiliated school of medi- 
cal technology can help in starting 
and maintaining the organization. 


The club should have monthly 
meetings and programs arranged 
to prepare the student for the 
technical course of the medical 
technology curriculum, give genera] 
information concerning the field 
of medical technology, and en- 
courage application to studies. 


The club may visit some of the 
laboratory staff meetings and hear 
the medical technology students 
present papers so that they may 
have a better understanding of 
what they will be doing later. 


When a group from high school 
or college is to visit the laboratory, 
careful planning is necessary in 
order to make the most of the 
visit to educate the group and 
interest them in medical technology 
as a career. 


The director, assistant director, 
or chief technologist should wel- 


(Continued on next page) 


Student demonstrates a test before a group visiting the laboratory. Equipment has been placed 


on desks in an office to provide more seating space for visitors. 
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Students demonstrate proper position at the monocular microscope. Stool should be adjusted in 
height so that the student leans slightly forward and lowers her head slightly to bring the eye 
over the ocular. Feet should be flat on the floor or on a foot rest. Forearms should rest against 
the edge of the table with the right hand on the mechanical stage, the left hand on the focusing 
adjustment knobs. Person should be comfortable and relaxed. There should be adequate thigh 
room. Student should be taught to use the left eye, if right handed, because it is the better 
position for recording findings. 


If you want to save up to § 
of suture cost . . . and be 
of quality, use Gudebrod n@E 
absorbable sutures. Buy 
Gudebrod and sterilize what 


lower first cost and less waste 
Eighty-nine years of manu- 
facturing sutures is your as- 
surance of Gudebrod quality. 
Write for the Gudebrod story, 
‘How You Can Save up to 
50% of Your Suture Costs.” 


Gudebrod 


BROS. SILK CO., INC. 


Surgical Division: 
225 West 34th St., New York 1, N. Y. 


Executive Offices: 
12 South 12th St., Philadelphia 7, Pa. 


CHICAGO BOSTON LOS ANGELES 


LAB continued 


come them in the library or lec- 
ture room, where a few minutes 
of explanation could be given 
about the demonstrations to be 
given; a guest register can also be 
signed, wraps left, etc. 


Duplicated programs should be 
handed to each member of the 
group. If there are more than ten, 
the group should be usually di- 
vided into smaller groups of five 
to ten each, and rotated through 
the various demonstrations which 
ordinarily would take one to two 
hours. 


The time schedule must be 
strictly met, and in general no 
more than five to ten minutes 
should be required for each demon- 
stration. If possible, demonstra- 
tions should use one of the group, 
for example, electrocardiogram, 
blood typing, etc. Tests can be 
set up to show the various stages. 


After the demonstrations are 


completed the visitors should meet 
in the room from which they 
started. Here, they can ask ques- 
tions and be given information and 
concerning 


recruitment material 


medical technology. This has been 
found to be very worthwhile from 
the standpoint of recruitment and 
public relations, as well as a train. 
ing exercise for students. 


We recognize that the visiting, 
prospective student must be care. 
fully oriented to the field of medi- 
cal technology during his tour of 
the facilities. But the same or 
even greater care is necessary in 
the orientation of the registered 
student, entering the school of 
medical technology in a spirit of 
“career commitment.” 


When a student begins the tech- 
nical phase of training, the history 
of the laboratory and the institu- 
tion should be presented along 
with the general history of medical 
technology. The development of 
good study habits should be 
stressed, including use of pocket 
notebook, frequent use of the dic- 
tionary, and reading of laboratory 
journals. The student should be 
impressed with high ideals of serv- 
ice and the importance of patience, 
kindness, sympathy under- 
standing, which should always be 
evident in dealing with the patient. 


The students will naturally feel 
lost for a few days until they get 
accustomed to their new surround- 
ings. One way of orienting them 
is to assign one or two to each 
technologist, to stay with him dur- 
ing the day and observe and help. 


After the students are oriented, 
they can begin rotation through 
departments, generally starting 
with urinalysis and hematology 
for the first semester. Every three 
weeks seems to be about the opti- 
mum period for rotation. 


Students should have assign- 
ments for maintenance of. the de- 
partment to which they are as 
signed, and also special assignments 
such as keeping the library straight 
ened, making charges, filing, etc. 


One of the first things that 
should be taught the student, as 
a part of his orientation, is the 
doctrine of privileged communica- 
tions of the patient. One cause for 
immediate dismissal of a student 
is the divulging of results of tests 
and knowledge of history and ex- 
amination of patients to persons 
outside the laboratory. It is de- 
sirable to bring this to the atten- 
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tion of students and the entire 
laboratory personnel periodically, 
similar to the military practice of 
reading to soldiers the Articles of 
War. 

Many years ago the author 
learned a valuable way of impress- 
ing upon the student the rapidity 
with which divulged information 
may spread. The source has since 
been forgotten, but it was the story 
of a wise old professor in a medi- 
cal school who used to demon- 
strate the point by saying to his 
class, “The patient knows it, that’s 
one!” At the same time, he would 
lay a pencil on the desk. “You 
know it, that’s two!”” He would lay 
a second pencil beside the first. 
“You tell your wife; how many 
is that?” he would ask, as he laid, 
down a third pencil. Some student 
in the front row would say, 
“Three.” “No!” he would roar, 
“That’s one hundred and eleven!” 


Another justification for immedi- 
ate dismissal is falsification of a 
report, such as the so-called “sink 
test,” that is, giving a report with- 
out examining the specimen. How- 
ever, it should be pointed out to 
the student that there are really 
varying degrees of this as, for ex- 
ample, not looking long enough 
at a slide, being satisfied with a 
poor preparation, and even accept- 
ing an inadequate specimen, and 
this matter involves the integrity 
of the student. He should be sure 
that he uses ordinary care and dili- 
gence and reasonable thoroughness, 
and at least follows the customary 
procedures in that laboratory.* 


“For the general arrangement of the laboratory, 
the reader is referred to a series of articles by 
the author, entitled ‘‘Efficiency in the Labora- 
tory,” which appeared in HOSPITAL TOPICS 
from June, 1954 to April, 1955. 
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The handling of instruments is 
difficult for those unaccustomed to 
them, and so is an important part 
of orientation. 


For example, when the student 
begins to read instruments such as 
those which have a moving pointer 
over a scale, like a photometer, 
and reads with both eyes open, he 
must learn which eye to place over 
the pointer to avoid error of 
parallax. The eye he “sees” with 
when he lines up two objects, is 
the eye he should thereafter rec- 
ognize as the one to use. 

Training in medical technology 
should begin with the proper use 
and care of the microscope, since 
this is the most important instru- 
ment with which the technologist 
works. Also, it is the one most 
commonly neglected. The library 
should contain several reference 
books on the microscope. The 
manufacturer makes a manual 
which should be studied by the 
student. The American Optical 
Company furnishes a sheet of in- 


Left: Instructor demonstrates to students the 
method of cleaning a microscope. 


Below: Students being taught how to clean 
the microscope. As the instructor cleans one 
part the students perform the same operation 
under her supervision. 


formation on its microscope and 
a corresponding question sheet 
which is useful for examination 
purposes. 


As part of his orientation, the 
student should be instructed how 
to take the microscope apart, clean 
it, and make necessary adjustments. 


(Since step-by-step instructions 
on the care of the microscope are 
not currently available in published 
form, Dr. Myers has provided this 
information for the use of TOPICS 
readers in a section called “Care 
and Cleaning of the Microscope,” 
which appears immediately below.) 


Care and Cleaning of the 
Microscope 


Materials necessary and steps 
are as follows: 
Materials Needed 
— Towel 
— Xylol 
—6” applicator sticks 
(Continued on next page) 
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LAB continued 


—6” cotton tipped applicators 
—2x2 sponges 

— alcohol, 95% 
—camel’s hair brush 
— mineral oil 

— tissues 

— microscope grease 
—soft, lintless cloth 
—lens paper 

— distilled water 

— aspirator bulb 


A. While the students observe, the 
instructor explains the function of 
each part of the microscope as it 
is being dismantled and _ placed 
on a towel. The microscope is 
dismantled in the following man- 
ner: 
1. Remove the eyepiece from the 
body tube by lifting upward. 
2. Separate the eyepiece by un- 
screwing the top lens and the 
bottom lens. 


3. Unscrew and remove the ob- 
jectives from the nosepiece 


using both hands so that the 
objectives are always supported. 

4. Turn the coarse adjustment 
mechanism knob upward until 
the body tube is at the top of 
its track. Then gently lift the 
body tube upward until it is 
free. 

5. Unscrew and remove the stop 
screw in front of the mechan- 
ical stage. 

6. Turn the right-hand knob on 
the mechanical stage counter- 
clockwise until it turns freely. 
Then continue to slide the 
mechanical stage in the same 
direction by equal pressure 
until it is free from the stage. 


7. While the microscope base rests 
on a flat surface, firmly grip 
the arm of the microscope and 
apply a steady downward pres- 
sure. (This step is best per- 
formed using one hand, since 
the microscope moves at the 
inclination joint to tilt the 
stage for better accessibility to 
the remaining parts.) 


8. With the left hand on the arm 
and the right hand on the mir- 


NO CLAMPING REQUIRED! 


Since 1895 - - the 
Standard of Zuality 


Write FOR COMPLETE CATALOG! 


FRAME 


parts available. 


Designed to fit the modern variable 
height beds—any make, any model— 
without clamps. This outstanding new 
frame can be set up in seconds by one 
nurse. Support bars fit down into IV 
holes in the four corner posts of bed. 
No clamping required. No possibility of 
marring bed ends. Constructed of oc- 
tagonal, no-slip aluminum alloy tubing 
for greatest strength with lightest pos- 
sible weight—only 22 lbs. Accommodates 
all types of traction apparatus. No-slip 
design stops aggravating clamp slippage. 


No. 748, complete with three abduction 
arms equipped with pulley and clamp, 


and trapeze assembly, $75.00. (Specify 
make and model of bed when ordering.) 
Double-End Traction Bar, Side Arm 
Traction Bars, and extra interchangeable 


DePuy Manufacturing Co., Inc. 


WARSAW, INDIANA 


ror prongs, apply an outward, 
twisting motion with the right 
hand in order to remove the 
mirror mounting pin and mir. 
ror from the pillar. 


9. Lastly, turn the substage ad- 
justment knob downward until 
the condenser is free from its 
track: Then continue to slide 
the condenser in this same di- 
rection until it is free from 
the pillar. 


B. While the students observe, the 
instructor cleans, lubricates, and 
assembles the microscope in the 
following manner: 


1. Using xylene-soaked  cotton- 
tipped applicators, tissues and 
2” x 2” sponges — remove the 
old oil or grease from the slides 
of the racks and pinions and 
chrome of all of the component 
parts of the dismantled micro- 
scope. (The 6” applicator sticks 
may be broken and the splin- 
tered ends used to remove the 
grease from corners, crevices, 
etc.) 


2. Using alcohol and/or xylene 
on 2” x 2” sponges and tissues, 
remove dirt and stains from the 
enameled surfaces of all of the 
component parts of the disman- 
tled microscope. (Even though 
the enamel will resist these 
common reagents, they should 
be used sparingly, and any ex- 
cess immediately removed with 
tissues.) 


3. All lenses, except the oil im- 
mersion objective lens, should 
first be dusted off using the 
camel’s hair brush, or dust 
blown from the lenses with the 
aspirator bulb. Lenses should 
then be wiped with lens paper.’ 
If this does not clean the glass, 
then a drop of distilled water 
should be placed on the lens 
and wiped dry with lens pa 
per. If more cleaning is neces 
sary, add a drop of alcohol and 
immediately polish with lens 
paper. A drop of xylene should 
be used to clean the oil im 
mersion objective lens, and may 
be used to clean other lenses 


(Continued on page 98) 


*Lens paper may be preferred for cleaning the 
lenses of microscopes, but the author has used 
tissue, of Kleenex grade, for years without any 
apparent damage to the surfaces. 
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if the xylene is immediately 
common reagents, they should 
semble the eyepiece and use it 
to see to clean the objective 
lenses.) 


4. Lubricate the racks and pinions 
of all the component parts of 
the dismantled microscope with 
a small amount of microscope 
grease on the tip of an appli- 
cator stick. 


Apply an abundance of min- 
eral oil to all enameled areas 
of the microscope parts with 
2” x 2” sponges. Wipe off the 
excess mineral oil with tissues, 
and then polish with the soft, 
lintless cloth. 


Assemble the microscope by ex- 
actly reversing the steps out- 
lined in “A.” 

Remove any mineral oil from 
the chrome with a touch of 
xylene on a 2” x 2” sponge. 
Check the results of the clean- 


There’s little doubt that the hospital blanket which is in such 
close contact with the patient offers a fertile field for spreading 
infection. Confirmation by bacteriologic tests usually reveals 
a surprisingly high count under ordinary blanket use situations. 


Efforts to eliminate this reservoir for spreading staph (and 
other potentially dangerous organisms such as tubercle bacilli) 
have stimulated controlled studies in many hospitals... 
and the consequent adoption of routine disinfection 
of blankets between patients. For example— 


In New Hampshire, Adams’* hospital added Amphyl® disinfectant to 
routine laundering of blankets as patients changed, or earlier if soiling 
occurred, with the result that “it renders them routinely sterile” and 
also “this disinfectant neither shrinks nor discolors blankets.” 


In Washington, Ravenholt and others* tested Amphyl for 
disinfecting hospital blankets heavily contaminated with staph. 
Their findings indicate that “the addition of a synthetic phenolic 
disinfectant Amphyl achieves virtual elimination of staphylococci 
on the blankets. Routine use of the tested disinfectant for 
washing blankets, pillows, and all laundry materials, as well as for 
surface disinfection, in a Seattle tuberculosis sanatorium for 
seven years has demonstrated that the disinfectant does not injure 
fabrics or other materials nor cause sensitivity reactions in 
personnel or patients. On the basis of these findings, the 
synthetic phenol used in these studies appears to be a suitable 
compound for use in blanket disinfection.” 


Practical problems of laundry handling as well as the bactericidal 
and tuberculocidal effects of Amphyl have been considered 
in these reports. We hope you will find each article helpful 
in making Amphy] blanket disinfection routine in your own laundry. 
Also, Lehn & Fink’s technical staff is always ready to assist 
you in strengthening control of cross infection in any area of your 
hospital. Just write us at 445 Park Avenue, New York 22, N. Y. 
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ing procedure by rotating the 
various lenses, one at a time, 
while viewing a microscopic 
field. If the rotation of any 
lens indicates inadequate clean. 
ing, repeat the necessary por. 
tion of step B-3 until desired 
results are obtained. 


C. Finally, the students clean mi- 
croscopes under careful supervi- 
sion. The supervisor and students 
dismantle, clean, lubricate, and 
assemble microscopes together step 


by step. 


AMA Approves Adjusted 
Medical Rates for Aged 


At the 12th Clinical Meeting in 
Minneapolis, the AMA’s House of 
Delegates approved a report calling 
for physicians to provide medical 
services at adjusted rates to persons 
over 65 years old who have reduced 
incomes and modest resources. 


The adjustable rates will permit 
the development of insurance and 
prepayment plans at a reduced rate 
for certain aged persons, and assure 
them more adequate protection 
when medical care is required. 


Because many persons over 65 
do have sufficient medical insur- 
ance or funds to insure proper 
medical care, the plan does not 
include all the aged. 


Medical Care Program 
Offered in Bay Area 


An off-campus, college level pro- 
gram in medical care administra- 
tion — which enables a participant 
to earn a certificate after complet- 
ing nine evening courses — is being 
conducted by the University of 
California Extension, San _ Fran- 
cisco Bay Area. 

Courses are offered in San Fran- 
cisco, Berkeley, and other Bay Area 
locations. Most are given every 
semester; others are offered on a 
rotation basis. 


Some subjects are “Basic Prob 
lems and Programs of Medical 
Care”; “Principles of Accident and 
Health Insurance”; and “Legal In- 
formation for Medical Care Ad- 
ministrators.” 


The program is administered by 
the Business Administration Ex- 
tension, University of California, 
Berkeley 4, California. 
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Survey on Medical Habits 
Completed by Government 
A government survey, undertaken 
to determine how often Americans 
get sick, are injured, or see their 
doctors, has disclosed the follow- 
ing facts: 

1. During a 12-month period, 
there were approximately 890 mil- 
lion physician visits (defined as 
talking by telephone, in person by 
examination, diagnosis, treatment, 
or advice). 


9. October, November, and De- 
cember showed the highest number 
of visits; Asian flu was cited as the 
reason for the increased number. 


3. Seventy-five percent of the 
visits involved diagnosis and treat- 
ment, rather than preventive treat- 
ment. 


4. Women went to doctors more 
than men. 


5. Two-thirds of all visits took 
place in the physician’s office. 


6. The rate of house calls was 
higher when patients were 65 years 
of age or older. 


Sampling was conducted from 
July, 1957, until June, 1958, by 
poll takers of the U. S. Census 
Bureau. 


No Genetic Damage Found 
In Irradiated Women 


No significant genetic damage at- 
tributable to radiation was found 
in 644 married women given ap- 
proximately 65 roentgens of radia- 
tion exposure to the ovaries. 


Ira I. Kaplan, M.D., treated the 
women with irradiation to correct 
sterility and said the children and 
grandchildren of the patients show 
no more evidence of genetic dam- 
age than that found in the popu- 
lation as a whole. 


There are 543 normal, healthy, 
living children of the 565 borne 
by the 351 women who conceived. 
Nineteen children died at or after 


birth and three children are alive 
with abnormalities. 


No incidence of sterility has ap- 
peared in this series. At present, 
34 children of these irradiated 
women are married, and 31 of 
these have already successfully 
borne 45 normal children — grand- 
children of the originally irradi- 
ated women. 


In only one case did malignancy 
follow irradiation of a. sterile 
woman. That patient had died 
from leukemia, Dr. Kaplan point- 
ed out, and as it was not his 
custom to do a blood count on 
the patients referred for sterility, 
it was not known whether she 
already had leukemia at the time 
he treated her. 


There has been no malignancy 
or leukemia of any type noted in 
any of the children or grandchil- 
dren of the irradiated women. 
Some of these children are now 
past 30 years of age, 
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SAFETY STRAP: 
2” Nylon. 
SIDE RAILS: 


Pratt all position retractable. 

Automatic lock any position. 

Rails completely out of the way when 
wn. 
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Can be placed in 8 positions around 
table. 


SHOULDER REST. ARM BOARD. 
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FRAME: 


1%" 16 gauge steel tube helio-arc 
welded. Entire frame Chrome plated. 
Top stretcher frame reinforced with 
1%4’’ 16 gauge steel tube. 


OWN HOSPITAL 


CAT. NO. RS-100 


STRETCHER BOTTOM AND 
LOWER STORAGE SHELF: 


20 gauge stainless steel. 


The design, construction and fin- 
ish of this stretcher, makes it the 
sturdiest, best appearing and 
most practical all around recov- 
ery room unit available. It will 
pay you to write for our special 
introductory offer for trial and 
inspection in your own hospital. 


30-DAY FREE TRIAL 
(Freight Prepaid) 
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The Abnormal Child 


. . His Parents¥and Society 


@ From the third Illinois Congress on Maternal 
and Infant Care*, TOPICS has selected the addi- 
tional material abstracted below. Dealing particu- 
larly with the abnormal child, it includes a ‘town 
meeting’ representing groups who deal most inti- 
mately with these problems: parents, teachers, and 
doctors — and the group who potentially faces them 
all, the newly-weds. 


Break in the Clouds 


Mentally Retarded Children Can 
Be Helped to Fuller, Happier Life 


As recently as 15 years ago, medical schools were 
advocating the placement of retarded children 
in institutions because of their “detrimental” ef- 
fect on the growth and development of their 
brothers and sisters. 


Today, we recognize their need for a close rela- 
tionship with one person, plus the real contri- 
bution they can make in keeping the family intact 
if they are allowed to remain in their own home. 


The mentally retarded child falls into three 
classifications. 


The educable child is one whose rate of devel- 


these children, with 167 students. There are 
3,000 to 4,000 additional children in need of such 
training, requiring an additional 200 to 300 
schools. 

The third classification is the dependent child, 
whose rate of development is so retarded that he 
attains a 2- to 3-year-old level, and can be taught 
only a minimum of self-care. 

The fourth classification is the totally dependent 
child, whose needs can be met only by an institution 
affording nursing care. 

According to the board of health, our institu- 
tions are 38 to 50 percent overcrowded; accord- 
ing to the psychiatric commission, 50 percent 
of them are understaffed. 

What can we do about it? First, we can apprise 
ourselves of the problem so that as voters we can 
act intelligently. 

Secondly, we can apprise our legislature of our 
desire for programs to meet the many-faceted 
needs. 

Thirdly, as professionals, we can make our- 
selves aware of parents’ problems, and the nature 
of the abilities and needs of the children. 

(Continued on next page) 


- h! opment has been retarded since birth or an early Heyworth Sanford, M.D. (I.), chairman of the department of pediatrics, 

° age, but who can be expected to attain a degree University of Illinois, and a speaker at the congress, ponders a question 
of reading and writing ability comparable to that posed by Homer F. Weir, M.D., during a break in the day-long sessions. 
of a fourth-year student. Many can attain semi- 
independence as adults, and there are special 
classes in public schools in which they can learn 
you'll a trade. 


and 
ceeds 


every In Illinois, only 40 of 102 counties have such 
classes. As of 1956, we had 30,755 such children, 
with classroom accommodations for only 7,000. 
livid- This means that in the next 10 years, we must 
abil: train 200 instructors per year as against the 50 
| who now qualify each year. 


The second classification is the semi-dependent 
(trainable) child, who cannot benefit by education 
per se, but who can be trained in a group setting 
to attain a 3- to 7-year-old development. Such a 
child can make some adjustments socially, and be 
economically useful at home or in a sheltered 
environment. Such a child can walk, talk, and 
absorb the rudiments of self-care. 


ture 


Five of our 102 counties now have classes for 
ated) 


*See p. 109 for main line coverage of this meeting. 
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PEDIATRICS continued 


Parents who cannot emotionally accept their re- 
tarded children because of the painfulness of the 
subject, can be helped by physicians and friends 
according to their individual strengths and per- 
sonalities. The more unfortunate are those whose 
own emotional natures have been so shattered 
that they further affect the mental health of the 
child. 


Less frequently, we have the parent sunk in 
self-condemnation and punitive fantasies, es- 
pecially if the defects are congenital. Another un- 
healthy response is that of the martyr who, 
through an excess of love, thwarts the independ- 
ence and efforts of the child towards develop- 
ment. The most severe response is one of re- 
jection. 


After the parent has weathered the initial 
storm, with help, the second phase is to become 
reacquainted with his child and his needs. If 
the child is severely retarded, it is difficult to under- 
stand these factors, and he becomes a stranger 
in his own home, deprived of badly needed emo- 
tional support. If, during this stage, one parent 
finds it impossible to express his feelings, or 
tends to overprotect or reject, professional help 
is needed. 


The third phase is reestablishing the equilib- 
rium that once existed (however briefly) in the 
parent-child relationship so that the child can 
participate in his own right. The needs of the 
retarded child are the same as those of the normal 
child: warmth, security, protection, and under- 
standing. The differences are quantitative, not 
qualitative. If he cannot contribute to the com- 
mon good, he may withdraw or seek recognition 
through aggressive behavior. 


Self-expression goes hand-in-hand with the par- 
ents’ need to stimulate and encourage the child, 
who in turn needs and desires to pattern him- 
self after the adults in his life. Emotional impact 
on the child, especially if retardation develops 
after birth, is tremendous if the mother continues 
to grieve. Like any normal child, he reflects 
his parents emotional disturbance though he 
may try to deny or hide his feelings. 


The child whose mental retardation develops 
after birth sustains a stunning blow, which he 
meets with anxiety, withdrawal, depression, be- 
wilderment, resentment and belligerence. Proper 
support is needed to reorient him to himself and 
others, and if parents help him in his new situa- 
tion, he can attain emotional gratification. 


As professionals, we must recognize that all 
these experiences are traumatic. Initially, physi- 
cians and nurses are closer and can give emotional 
support. After the acute phase has subsided, they 
can help mothers find resources of help outside 
the home, and unsuspected resources within them- 
selves and their husbands, if properly educated.— 
Raymond E. Robertson, M.D., director, Institute 
for Juvenile Research, Chicago. 
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Town Meeting 


Normal Babies and Healthy 
Mothers Through Knowledge 


The second Town Hall Meeting of the Illinois 
Congress, to which the public was invited, was 
participated in by a selected panel of lay members 
as well as professional men and women. 


Willard C. Scrivner, M.D., of East St. Louis, 
chairman of the Illinois Committee on Maternal 
Welfare, and assistant professor of obstetrics at 
the Washington University School of Medicine 
in St. Louis, Mo., was moderator. Co-moderator 
was A. Raymond Eveloff, M.D., chairman of the 
program subcommittee on pediatrics for the Third 
Illinois Congress, and attending pediatrician at 
Springfield and St. John’s hospitals. 


Other members of the professional panel were 
M. Edward Davis, M.D., Chicago; O. A. Phipps, 
M.D., Manteno; Herbert S. Miller, M.D., Winnet- 
ka;Joseph Albaum, M.D., Lincoln; John T. Nelson, 
M.D., Elgin; George K. Hendrix, Springfield; 
Dorothy Brodnicki, M.P.H., Chicago; Emily Smith, 
M.A., Chicago; Vida B. Sloan, R.N., Springfield; 
Opal M. Schram, C.R.N.A., Chicago; and June 
Williams, R.N., Chicago. 


Lay panelists, all of Springfield, were Mrs. 
Arthur Avery, schoolteacher; Mrs. Jefferson Lewis, 
mother of a cerebral palsy child; Mrs. Ivan L. 
ReVeal, grandparent; Mrs. Lucille Shepherd, 
mother of a mongoloid child; Mr. and Mrs. Car- 
roll Kohl, newlyweds; and Mr. and Mrs. Eldon 
Weisheit, parents of a new baby. 


Newlyweds: How can people learn about parent 
education in the community? 


Dr. Davis: Parent education is one of the most 
recent and important facets of maternal care. 
Consult your doctor; he usually participates in 
such a program. If you live in a small community, 
he is the program. 


New parents: Should there be more emphasis on 
nutrition and exercise? 


Miss Brodnicki: If emphasis is placed on proper 
diet for the mother, she is likely to have a safer, 
easier delivery, and a normal, healthy baby. 


Grandmother: What can grandparents do, in a 
constructive way, to help grandchildren? 


Dr. Albaum: It’s true that grandparents can be a 
good or bad influence; can complicate the life of 
the younger generation with an excess of generos- 
ity, making parents seem rigid and stingy by com- 
parison, and causing cross-loyalties which may 
stimulate behavior problems. Or, they can use 
their wisdom and experience to help the family 
by play therapy or parent support. 


Miss Smith: They can have a tremendous influence 

for good. By helping the parents, they help the 

children. This can mean more than a permissive 

quality; it can mean important support if they 

choose carefully when, and when not, to interfere. 
(Continued on page 106) 
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PEDIATRICS 
(Continued from page 104) 


Newlyweds: 


What is the role of the expectant 
father? 


Miss Sloan: What happens to the husband is as 
important as what happens to the mother and 
child. Expectant fathers fall into three categories: 
the very enthusiastic, the reluctant draftee, and 
the resentful partner. All are normal, and all are 
going to come out of it all right. The role of 


. each is as a steadying and sympathetic support 


for the wife and new mother. 


Miss Smith: He also needs to understand that his 
wife is pretty preoccupied, and not to feel neg- 
lected. He must also be economically practical. 


Dr. Eveloff: He has a duty to the new baby, too; 
to learn about it and its needs through classes for 
that purpose. Helping with the new baby is an 
important part of his life. 


Q. Do you think it wise for the husband to be 
in the delivery room? 


Dr. Davis: Ideally, he should be with his wife 
throughout labor, but his presence in the delivery 
room is not always successful; many are so struck 
by what happens that they pass out. 


Mother of mongoloid child: What are the causes 
of abnormality in the child; are the parents at 
fault? 


Dr. Olson: Abnormality is often defined as in- 
tellectual backwardness due to physical, mental 
or emotional causes. There is seldom any one 


cause, and the numerous causes are not clearly 
settled. Pre-birth influences on health, nutrition, 
and emotions are factors. Injury or lack of oxygen 
at birth are others. After-birth infections, head 
injuries, and harmful emotional and _ environ- 
mental elements in early life are still others. It 
occurs at all levels of society, to approximately 
three percent of the population, and is not the 
fault of either parent. 


Dr. Davis: This is a problem so important that 
the U.S. Public Health Service is undertaking a 
10-year study of its many factors. We do know 
that mongolism occurs most frequently in mothers 
over 35, and is more common nearer the end of 
the reproductive cycle. 


German measles cause anomolies, and sometimes 
retardation; probably other diseases likewise exert 
an influence. Nutritional and emotional illness 
plays a part. But if we are pinned down, we don’t 
know. What we do know is that on the good 
side of the ledger, we have fewer birth injuries 
because obstetrics is more skillfully practiced than 
ever before. 


There is a new theory being tested at Harvard 
University on the stress reaction. Adverse stimula- 
tion of mice results in physical defects, so it 
may be that emotional stress or physical trauma 
may be responsible. Parents are no more to be 
blamed than if they were to develop infectious 
disease. 


Q. Does the doctor know if there’s been lack of 
oxygen during birth, causing palsy? 
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Dr. Davis: We are sometimes aware of this. Heart 
tones should be listened to periodically, since a 
change in pattern is indicative. Sometimes it is 
not possible to remove the cause; in all cases, we 
must weigh the hazards of removal. 


Q. Is there anything we can do to help negligent 
parents to care for their children? 


Miss Smith: How helpful you can be depends on 
the quality of your community agents. Work with 
welfare agencies and church organizations to edu- 
cate parents. Where this fails, the court must 
sometimes be resorted to. 


Dr. Everloff (to mother of mongoloid child): What 
would be your reaction to having another child? 


Mother: At the time, I didn’t have that decision 
to make, being beyond the child-bearing age. How- 
ever, if such were not the case, I would have asked 
the advice of my physician. I believe he would have 
said it was all right for me to have another child, 
and I would have done so. 


Mother of cerebral palsy child: Living in an 
isolated rural area with a remote school district, 
home instruction has been provided for my child, 
but she misses the companionship of other chil- 
dren. How can I help? 


Dr. Albaum: For some years, it was the responsi- 
bility of the state to take care of all retarded 
children. The philosophy is now to keep them 
in the home because there is no substitute for 
the home environment. Communities are provid- 
ing programs to help both mother and child, but 
unfortunately, few are available in rural areas. 


It is up to the public to show more interest in 
starting them. 


Dr. Eveloff: lf there is no mental retardation 
present, and if it is at all possible, the child should 
be sent to a public school. 


Q. What is your reaction to advice to the expectant 
mother published in newspapers and magazines? 


New Parent: When I was pregnant, I read them 
all; now I laugh at most of them. My physician 
told me what to expect, and I have complete con- 
fidence in him. 


Q. Is it possible for the state to be required to 
supply at least one classroom in a locality? 


Dr. Albaum: It is a legal statute that such must 
be provided for children up to 16 years, but we 
just haven’t enough. Too, the state will not sanc- 
tion establishment of a school without trained in- 
structors, and there aren’t enough to go around. 


Newlyweds: How do couples obtain pre-marital 
counseling? 


Dr. Olson: This is a general practitioner’s life 
line. It is very important to get your questions 
answered, because the answers pay dividends. Get 
these answers from your physician, church, clinic, 
and a happily married couple. 


Dr. Davis: Education for marriage should begin 
in adolescence. Take away the taboos, and we will 
have healthy individuals. 


Additional coverage of this meeting will appear 
in the May issue. 
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hospital”. That’s why, every day, finds more and 
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Illinois Congress on 


Infant and Maternal Care 
. . . Springfield, January 28-30 


e Nearly 1,200 professional men and women, in- 
cluding physicians, surgeons, psychiatrists, psy- 
chologists, nurses, public health and social ser- 
vice workers, and legal authorities, attended the 
congress, which was sponsored by the American 
Association for Maternal and Infant Health. 


Highlights were the second annual Town Meet- 
ing, which attracted an overflow professional and 
lay audience, and the banquet, at which Sydney 
J. Harris, columnist of the Chicago Daily News, 
spoke on “Enjoying Your Child.” 

In addition to general sessions, 83 breakfast 
and luncheon conferences and round tables were 
held during the three-day meeting, touching on 


all professional and patient facets of maternal 
and infant care. 


TOPICS herewith presents selected abstracts 
from these sessions. 


Nature Needs Assist 


Doctors, Nurses, Play Vital Role 
In Getting Mothers to Breast Feed 


It is the obstetrician’s responsibility to pre-natally 
evaluate the breasts to ascertain if they are struc- 
turally normal, and capable of lactation. Figures 
show that 50 to 60 percent of Caucasian mothers 
who try succeed in nursing their babies. Other 
races fare somewhat better. Negroes almost univer- 
sally can, but don’t seem to want to—at least 
in this country. A missionary friend, recently back 
from the Congo, reports that he encountered no 
sore nipples, breast infections, or cesarean. 


We also find that if the patient’s mother and 
sisters nursed their babies, she can learn easily, 
and usually wants to. The advantages, of course, 
are a heightened maternal emotion for the mother, 
a less fussy, cranky, or colicy baby. Actually, the 
only real disadvantage is that breast infection 
does seem to be on the increase. 


The obstetrician should see to it that the lac- 
tation flow is established, the schedule is adequate, 
the mother’s diet proper, and emotional disturb- 
ances avoided if possible, or talked out if they 
occur.—George J. O’Neil, M.D., Bloomington, Ill. 


Success Depends on Interest 


It takes four facets for a successful feeding experi- 
ence: 1) the physician must be interested in breast 
feeding; 2) the nurse must help the physician 
towards the goal; 3) the mother must be persuaded 
if necessary, encouraged in any case; 4) the human 
milk bank of the hospital must be called upon 
if needed. 


In different parts of the country, and in other 
civilized areas, the percentage of women breast 
feeding their infants depends on how keen the 
doctor is on it. In England, where there is social- 
ized medicine, the majority of the top doctors 
believe in breast feeding. Ergo, 95 percent of the 
babies are breast fed. In our hospital, where we 
have as many as 50 obstetricians working, two- 
thirds of the babies are naturally nourished, and 
the incidence of colds, infections, and diarrhea 
is much lower. 

(Continued on next page) 


Willard C. Scrivner, M.D. (I.), outgoing chairman 
of the Illinois Congress on Maternal and Infant 
Care, hands over the gavel to chairman-elect 
Julius M. Kowalski, M.D., with an assist from 
Hubert L. Allen, M.D. (r.), past chairman of the 
congress. 
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M. Edward Davis, M.D. (I.), president of the American Association for 
Maternal and Infant Health, which sponsored the Illinois Congress, and 
Willard C. Scrivner, chairman of the Illinois Committee, congratulate 
Clare Butler, ‘Student Nurse of the Year.” Miss Butler, of Galesburg 
Cottage Hospital, was chosen for her all-round ability, devotion and 
personality—attributes which were quickly recognized by conventioneers. 


OB continued 


Try not to let the mother refuse to nurse her 
baby. Better yet, don’t ask her; just approach her 
with a breast-feeding program. Since most of our 
patients are light-skinned and wear a lot of 
clothing, they get cracked nipples, just as babies 
get rash from wearing diapers. The Congo mothers 
mentioned aren’t harrassed with cracked nipples 
for obvious reasons. 


We literally make rounds on nipples, to check 
shape and color, and also to see that there is as 
little garment contact as possible. We put the 
babies to breast initially for one minute, then 
hold the infant’s nose to make it let go. We teach 
the patient in a lying-down position first, one 
minute to each side; than sitting up on the same 
time schedule. By the time the new mother leaves, 
she is up to 10 minutes each side.—E. Robbins 
Kimball, M.D., Evanston, III. 


Doctor’s Viewpoint Guides Nurse 


Nurses have special duties in the matter of feed- 
ing, in learning the doctor’s viewpoint on breast 
feeding, and the routine and positions he prefers. 
The post-partum nurse should make sure the 
patient knows the various positions for the sake 
of comfort and safety. 


Appreciate that while you, as a nurse, are in 
closer daily contact with the patient, the doctor 
has been seeing her off and on for nine months. 
It is your duty to learn how the doctor has been 
handling the case, to recognize the patient’s phys- 
ical and emotional needs, and clarify instructions 
or comments she may not understand in the phy- 
sician’s somewhat technical language. It is also 
the post-partum nurse’s responsibility to have the 
patient ready when the baby is brought to her. 


Let the patient know it is right and natural 
for her to ask questions; tell her to direct those 
about the infant to the nursery nurse; those con- 
cerning herself to the post-partum nurse. Explain 
to her the strange feelings she will experience dur- 
ing the first nursing session, so she’ll know she is 
normal and capable. 


Teach the patient the importance of proper diet 
and rest; help her adjust hospital feeding to her 
home schedule; demonstrate how to make the 
baby burp, and explain why it’s important that 
he should do so. Spend at least five minutes with 
the patient during the first feeding.—Esther 
Arrequin, R.N., Chicago, Ill. 


Link Breast Feeding, Womanliness 


Studies show that the return to breast feeding, as 
a part of the general return to womanliness, is 
starting with the upper classes, which are emulated 
by the lower classes. Actually, the medical pro- 
fession really doesn’t have a conviction, and as the 
woman has lost her womanliness, the doctor has 
lost his maleness, and satisfies his ego with the 
number of patients he has, and the amount of his 
income. He becomes less willing to buck patients; 
if she wants anesthesia, she gets it; if she doesn’t 
want to breast feed, she doesn’t. 


If both the doctor and the nurses will accept 
the fact that the woman who doesn’t want to nurse 
her baby is psychosomatically sick, they can help 
her face up to her problems. The nurse is critical 
in the picture. Her attitudes are fundamental in 
the patient-nurse relationship, since women are 
very sensitive to other women’s attitudes. 


We have to look upon the woman’s reaction to 
breast feeding as the symbol of whether she is 
capable of accepting the responsibilities of mother- 


Frederick M. Falls, M.D., honorary chairman 
of the Illinois Committee on Material Wel- 
fare, holds the testimonial tendered him at 
the convention banquet. Onlookers, I. to r., 
are Martin W. Green, M.D., chairman of the 
planning committee; Thomas H. Mercer, M.D.; 
and Herbert S. Ratner, M.D. 
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hood. It may also indicate a marital problem, and 
a long range problem for the doctor.—Herbert 
Ratner, M.D., Oak Park, IIl. 


Gentle is the Word 


Teamwork Eases the Premature 
Into the World and the Home 


The health officer has a unique position in rela- 
tion to the premature infant in that he serves 
as the eyes and the ears, and as general policeman 
for basic areas of its well-being. It’s his duty 
to form regulations for the proper facilities for 
pre-natal, delivery and premature care; to accumu- 
late causes for premature birth and death. Under 
the Chicago system, we know within an hour 
where a premature baby was born, the type of 
care he is getting, and, in the event of death, a 
team is sent out to check the cause. 


The education program, in which social service 
plays so important a part since low-level income 
groups are responsible for the majority of prema- 
tures, teaches hygiene, diet, and pre-natal care. 
They also try to help with living conditions, and 
make proper provision for home equipment when 
the baby leaves the hospital. If this cannot be 
done, the child is temporarily placed in a foster 
home. 


In Chicago, we previously brought babies into 
the premature centers immediately, only to find 
we were bringing in a lot of dead infants. Then 
we tried having a pediatrician see them first. 
About two weeks ago, we decided to wait 12 
hours, preferably 24 hours if possible. In the 
case of home delivery, removal to a premature 
center is immediate.—Samuel Andelman, assistant 
commissioner, Chicago Board of Health. 


Hard to Determine When to Transfer 


The problem of when to transfer the premature 
infant to a premature center is hard to resolve if it 
is from a small hospital. Often the baby is described 
as in good condition, when actually its condition is 
poor. 


In Chicago there is a public health officer, the 
hospital nurse, and the premature nurse to work 
together. In downstate Illinois, we have to deter- 
mine the baby’s condition over the phone, and 
judge if the hospital staff is capable of handling 
the case. 


The baby must be transported within seven days 
by law, and must be under a certain weight. How- 
ever, if time runs over, clearance can be had 
from the state-—Mary E. Powell, R.N., Springfield. 


Problem: Premature Birth Prevention 


Our major problem is the prevention of prema- 
ture births. In this phase, we have not had one of 
our medical successes. 


In a study of 255 non-surviving infants over 
a 10-year period, 56 percent of the mothers had 
some pregnancy complication such as toxemia, 
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premature detachment of placenta, or other dis- 
aster. Older mothers were more apt to have lost 


babies through miscarriage, stillbirth, or neonatal 
death. 


Among those with no complications in preg- 
nancy, good management, diet and rest have been 
observed. 


Yet we have made progress in knowledge. We 
used to think we were in hazardous territory if 
a rupture of the membrane occurred. We now 
know we can modify toxemia; we can avert 
eclampsia. We don’t know what causes the latter, 
but we now consider it a blow to our professional 
skill if a mother develops it. 


In the case of the pregnant diabetic, where 
death of the fetus is so common, doctors tended 
to terminate by cesarean section, with no survival, 
at the thirty-seventh week. A_ large-sized child 
often misled to a too-early termination. Now we 
let mothers go to their approximate term, taking 
care not to let them go over. 


In the management of premature labor, a com- 
mon mistake is to try to stop it with demerol, 
morphine, and similar drugs. There is no evi- 
dence that this helps, and the baby is narcotized. 
An obstetrician in whom the patient has confi- 
dence should talk with her, pointing out the prob- 
lems and making her realize her baby needs pro- 
tection from drugs.—Hubert L. Allen, M.D., Alton. 


Obstetrical Anesthesia 


Pain Relief Vital, but Sub-Lethal 
Doses Keep Natal Day Fatalities Up 


The first obstetrical anesthesia (chloroform) was 
used in England in 1846. Despite the advances 
since then, an abnormal number of women are 
dying in the delivery room as a result of anesthesia 
disasters. The mother knows she'll have pain, 
and that the doctor can give her relief; thus, the 
subject of anesthesia and analgesia begins with the 
prospective mother’s first visit. 


Total anesthesia is not necessary for safe de- 
livery, though in some cases the patient should 
have it. Personally, I am a firm believer in regional 
as against block anesthesia, with its special pit- 
falls. At first, failures such as anesthetization of 
the right side, but not the left, ran as high as 
50 percent; today the figure is 10 percent. 


The advantages are that the technic can be used 
on all but the small minority who emotionally 
fear the needle, are afraid of being awake so are 
better off asleep, and those sensitive to drugs. It 
is excellent for patients suffering from toxemia 
and impending convulsions. 


In any anesthesia, a specific technic is an abso- 
lute must, and it must not be hurried nor varied 
one iota. Determine the caudal hiatus, insert the 
needle, and aspirate with a small syringe, then 
inject the anesthesia. When the patient can’t 
wiggle her toes, she is fully prepared. 

(Continued on next page) 
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OB continued 


Continue a rather casual conversation with the 
patient. If the anesthesia is being inadvertently 
given intravenously, her conversation will reveal 
it. 

The impression that regional anesthesia is a 
difficult technic, accounting for less use than it 
deserves, is not wholly accurate. I find it less 
difficult than a spinal, and it affords more relaxa- 
tion and pain relief than block methods. 


In 1953, Dr. Herman Bundesen reported that 
there has been virtually no reduction in natal 
day fatalities in 40 years, with three out of four 
deaths attributed to pulmonary difficulties. If we 
are going to reduce this shocking figure, we’re 
going to have to look for better ways of reducing 
pain, and cut out these sub-lethal doses of anes- 
thesia. There is no drug now in use that does not 
penetrate the fetal brain, liver, kidneys, and other 
organs within 20 seconds.—Robert F. Purtell, M.D., 
Milwaukee, Wis. 


Problem Clinic 


Panelists, Audience, Analyze History 
Of Erythroblastosis in Newborn Infant 


This is the fictitious story of a newborn child, 
born of an RH negative mother, who was under 
observation for six months, and whose pregnancy 
was without incident. The management of the 
case was in order, with only minor mistakes, 
mostly those of omission. 


It was recounted by moderator Alfred D. Biggs, 
M.D., Chicago, to panelists Paul A. Raber, M.D., 
Decatur; Ben E. Wagner, M.D., Berwyn; Mar- 
garet McDermott, R.N., Chicago; Sister Delphine, 
R.N., Alton; John H. Rendok, M.D., Springfield; 
and Antoinette Rajek, M.S.W., Chicago. The pan- 
elists answered questions directed to them by Dr. 
Biggs and the audience. 


Dr. Biggs: The attending physician in this case 
was called out of town just prior to the patient's 
delivery, and her care turned over to a fellow 
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E. Hazel Koch, R.N., Peoria (I.), Martha J. Thoma- 
son, chief, division of nutrition, Cook County Health 
Department, and Howard L. Penning, M.D., Spring- 
field, participate in a round-table discussion. The 
83 such conferences, with admission by ticket only, 


were oversubscribed by enthusiasti diences, and 


many had to be content with a listening post in the 
corridor. 


physician. Her case history was not available at 
the hospital, where she delivered uneventfully at 
midnight. 


At 6 a.m., the nurse called the substitute doctor 
to report a slight case of jaundice. Two hours 
later the doctor examined the infant and confirmed 
her observations. However, since chemical analyses 
were not available at the hospital on Sunday, 
he decided to wait until the next day. 


When the child was 28 hours old, the doctor 
re-examined him, and found him deeply jaundiced, 
lethargic, and his spleen just palpable. At 10 
a.m. Thursday, an exchange transfusion was ac- 
complished after some technical difficulties. The 
infant improved, but the leg in which the trans- 
fusion had been injected became gangrenous, 
necessitating amputation. He was discharged 28 
days later in good clinical condition. 


Now, should a titer determination have been 
made? 


Dr. Raber: In this case, yes. Ideally, more titers 
should be taken of primigravidae to indicate 
previous sensitivity. 


Q. Who should have been responsible for the 
transfer of the pre-natal record? 


Miss Mc Dermott: The nurse uses the pre-natal 
record as a key record in planning care. She 
should have noted its absence and notified her 
supervisor to get additional information. 


Q. Knowing he was dealing with an RH negative 
mother, what procedure should the doctor have 
followed? 


Dr. Raber: At the time of delivery, the obstetrician 
should have left a four-to-six-inch length of umbil- 
ical cord for exchange transfusion, should it be 
indicated, and cord blood should have been sent 
to the laboratory for routine analysis. 


Q. What could the supervisor have done on Sun- 
day morning? 


Sister Delphine: Speaking for myself, I would have 
prodded the doctor into pediatric consultation, 
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and investigated the availability of emergency lab 
work somewhere on Sunday. 


Q. What is the prognosis of slight jaundice? 


Dr. Rendok: Two principal indications: very rap- 


idly rising serum bilirubin in the blood, and ‘ 


cardiac failure. 


Q. Does a negative Coombs test indicate an ex- 
change transfusion should not be given? 


Dr. Rendok: No. The gravity of the situation is 
indicated not only by a high serum bilirubin— 
the time required to attain the high rates is 
extremely important. 


Q. What is the nurse’s responsibility in this situ- 
ation? 


Miss Mc Dermott: She should keep herself well 
informed of the infant’s condition and treatment, 
keep equipment ready in the delivery room and 
operating room. To create confidence, she should 
learn what the doctor is telling the mother, and 
support him. 


Q. What technic is suggested for the exchange 
transfusion, in which our doctor encountered me- 
chanical difficulties with the umbilical vein? 


Dr. Raber: Two main technics can be used after 
the shrinkage of the cord and collapse of the vein 
by getting under the skin. The saphenous vein 
in the lower extremity is used for injection, the 
radial artery in the opposite upper extremity for 
withdrawal. 


Q. What are the nurse’s responsibilities at the 
exchange? 


Miss Mc Dermott: She assists, and is responsible 
for observing the infant’s responses. She sees that 
oxygen and suction equipment are available, and 
keeps a tally of exchange volume and drugs used. 
Following transfusion, she tabs the crib for fre- 
quent observation by the rest of the staff. 


Q. How was the patient sensitized? 


Dr. Wagner: We don’t know how, we just know 
she was. She should have been told of her con- 


A teacher's day is never done! Paul D. Reinertsen, 
M.D., is surrounded by some of the student nurses he 
teaches back home at Graham Hospital, Canton, 
as chairman of the obstetrical committee. The young 
ladies are full of questions after attending a session 
in the grand ballroom. 
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Jeanne Mercer, M.D., Oak Park (I.), Mabel Wilen, R.N., and Jane 
Wawrzyniak, R.N., both of MacNeal Memorial Hospital, Berwyn, study 
the program. With so many subjects and speakers to choose from, 
curricula received a great deal of thoughtful attention from conven- 
tioneers intent on cramming as much information as possible into their 
schedules. 


dition and its eventualities to avoid uncertainty 
and apprehensiveness. Had she been so told, she 
could have relayed this information to the sub- 
stitute physician and trouble could have been 
avoided. 


Q. Could social service have helped? 


Miss Rajek: This patient was not very well known, 
and the birth of her child was handled by 
strangers. Had social service been brought in, it 
could have played a supportive role. In this case, 
the role has been unhappily enlarged into exten- 
sive, long-range planning for a handicapped child. 


Q. What is the medical definition of erythroblasto- 
sis, from which this infant suffered? 


Dr. Raber: The RH factor is one which is present 
in the red blood cells of 85 percent of -the popula- 
tion; the other 15 percent do not have it, being 
RH negative. RH negative mothers sometimes 
have babies who are RH positive. In some way, 
the fetus’ cells get into the mother’s bloodstream, 
which develops antibodies against their antigen 
RH factor. Such antibodies come back through 
the placenta, and destroy the baby’s red cells, 
causing anemia and further complications. 
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SURGERY AND SURGICAL NURSING. 
Third Edition. By Edward S. Stafford, 
B. A., M. D., F.A.C.S., and Doris Diller, 
B.A., M.A., R.N. Philadelphia, Pa.: W. 
B. Saunders Co., 1958. 469 pp. 
Organized to present the subject 
of surgical nursing to parallel the 
developing experiences of the sur- 
gical nurse, this book is an excel- 
lent guide for student nurses or 
reference book for instructors and 
R.N.’s. 


Broad general principles of sur- 


The Book Corner 


gery and pre- and _ postoperative 
care that can be applied to all 
patients are related in the first 
chapters. Information is included 
on wounds and healing, surgical 
infections, and general preopera- 
tive and postoperative care. 


The second section narrows into 
the more specific nursing categories, 
such as caring for the geriatric 
surgical patient, or nursing involv- 
ing specific parts of the anatomy 
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“Imagine — just because he punctured Old Ironsides 
he thinks he’s a match for an E & J chair!” E 


NO. 28 IN A SERIES 


Everest & Jennings chairs are built to Jig J: 
“take it.” Underneath that gleaming 
triple-chrome finish is performance that 
can not be imitated—construction that simply refuses 
to wear out. For genuine wheel chair economy over 
the years, it pays to buy Everest & Jennings 
chairs today. 


Specify EVEREST & JENNINGS chairs 


for your hospital 


EVEREST & JENNINGS, INC., 1803 PONTIUS AVE.,LOS ANGELES 25, CALIF. 
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such as the breast, heart, or eye. 


Preoperative and postoperative 
care for each specific category js 
discussed. Information is liberally 
illustrated. 


A list of references is provided 
at the end of each chapter. 


THE WORLD HEALTH ORGANIZATION 
—ITS GLOBAL BATTLE AGAINST 
DISEASE. By Albert Deutsch. Public 
Affairs Committee, Pamphlet No. 265, 
1958. 20 pp. 25 cents. 

A complete explanation of the 
World Health Organization — its 
objectives, supporters, and accom. 
plishments—is given in this in. 
formative pamphlet. 


Beginning sections include dis- 
cussion on how WHO grew, how 
it works, how it conducts cam. 
paigns, and how it fights, as well 
as prevents, disease. 


Narrowing his scope, the author 
devotes the last segment to the 
United States’ stake in the organi- 
zation. He explains how we bene. 
fit, both economically and health- 
wise, from our support of WHO. 


MAKING THE MOST OF YOUR YEARS. 
By Evelyn Hart. Public Affairs Com- 
mittee. Pamphlet No. 276. 1958. 28 
pp. 25 cents. 

Whether young or middle-aged, 
prepare for old age; it is not the 
achievement of a few, it is the des- 
tiny of most of us living today! 


After presenting this challenging 
message, the author discusses the 
serious problems of old age- 
health, nutrition, finance, housing, 
recreation, social life—and sug- 
gests ways of solving them. 


Everyone should: develop the 
habit of visiting his doctor for reg- 
ular physical checkups; see _ his 
dentist at least once a year; pro- 
tect himself with adequate health 
insurance; consult his doctor about 
proper diet as he grows older; en- 
roll in a health education course 
in his adult education program; 
take an active part, while himself 
younger, in seeing that essential 
services are provided for the older 
citizens in his community. 


Acceptance or rejection depends 
upon the older person himself, the 
author says. He should not expect 
to be respected merely because he 
is old. He must earn it by giving 
respect, affection, and consideration 
to others. 
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labor costs are continually rising. Doesn’t it make sense to switch your 
high cost labor dollars into low cost supply dollars? 
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INSTRUMENT TABLE 


you'll always buy stainless steel 


Add the low yearly maintenance 
cost to the initial price. 


Then, divide the total by the 
many years of active service you enjoy 
with stainless steel. 


RESULTS: YOU SEE THAT SHAMPAINE 
STAINLESS STEEL EQUIPMENT COSTS 
YOU LESS THAN ANY OTHER TYPE 


a SHAMPAINE i$} industry 


THE WORLD'S MOST COMPLETE LINE OF STAINLESS STEEL SURGICAL EQUIPMENT 
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Official bulletin for the 
Association of Operating Room Nurses 
Pauline R. Young, R.N., Editorial Consultant 


To All AORN Members: 


@ I am very honored to have been elected your president. It is with great 
humility that I accept this office. 


It has been a pleasure to serve on the national board under the leadership 
of our past president, Pauline Young. 


The aims of our association, as formulated by 
Edith Dee Hall 10 years ago, must be continued if 
we are to grow and develop into one of the finest 
professional associations within the nursing profes- 
sion. 


With the assistance of the new board, it will be 
a challenge to promote the enlargement of our asso- 
ciation and maintain our high standards. It is with 
anticipation that we look forward to developing 
special interests and educational programs for operat- 
ing-room nurses. 


This is your association. We, as your representatives, will welcome suggestions 
either from individual members or from local groups. You can participate 


actively by encouraging operating-room nurses to join the association. We hope 
you will. 


Information required for the formation of local groups may be obtained from 
Edith Dee Hall, R.N., executive secretary, Association of Operating Room 
Nurses, 305 W. 18th St., New York 11, N. Y. 


Thank you for the confidence you have placed in me in selecting me for this 
high office. I will do my best to be worthy of this honor. 


Sincerely, 


Ethel I. West, R.N., President 
Association of Operating Room Nurses 
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Human Relations in Action 


In the Operating Room 


Is the patient ‘a carcass to carve’— or ‘a person to heal’? 


By Carson McGuire, Ph.D. * 


@ In some ways the operating room is the most 
concentrated focus possible for the interaction of 
human beings in the hospital. The operating room 
concentrates in one place, if it’s fully staffed, a 
surgeon, a resident, a scrub nurse, an intern, an 
anesthetist, a circulating nurse, and some other 
people. 


I caught myself once looking at this list after 
I jotted it down, and I said, “Where's the patient?” 


You and I and everyone else live in three worlds. 
The first is the world we see — the way we think 
it is. Very often we report our experiences in 
terms of what we see and feel. I’ve found this 
very true in talking to nurses, physicians, and other 
personnel about the operating room. Each one 
reports what she or he perceives and feels, and 
this information is not necessarily true. 


The next world in which we live is the world 
that ought to be — what’s written in the text- 
books, and what is written very often in articles, 
at least in the conclusions. After the authors have 
gone through all the testing of hypotheses and 
putting down of data, then they start to in- 
terpret in terms of what ought to be. Very often 
what we teach is what ought to be. All too often, 
too much of what is said at a convention is what 
ought to be. And it doesn’t necessarily fit what 
we have seen nor fit the third world — the world 
that really is. 


To get at the world that really is, one has to 
back off a bit, and listen, and watch, and sort 
out and compare. 


There is perhaps no such thing as a particular 
pattern in an operating room. Every one of the 
nurses in other specialties does have a_ peculiar 
situation, or a situation wherein she has to have 
many kinds of skills. 


The difference I want to point out is that in 
the operating room the patient is a body, and 
not a person. This sets the tone, often, of what 
happens in many operating rooms. 


From my observations, the climate or tone of 
the operating room is “set” by the degree to 
which people therein — or the ones who are 


*The papers by Dr. McGuire and Miss Beaudry have been adapted 
from a panel discussion presented at the sixth national congress, 
Association of Operating Room Nurses, in Houston, Tex., February 
9-12, 1959. **Professor of education and psychology and director, 
Laboratory of Human Behavior, University of Texas, Austin. 
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powerful therein — look upon the patient as 
a body or as a person — as a carcass to carve, 
or as a person to heal. 


In any group or in any situation, there are 
three levels at which human relations are in- 
volved: 


(1) The task level — the job to be done. In the 
operating room, personnel are dealing with asep- 
tic precautions and technics. Some of my re- 
search persons tell me that the typical operating 
room is one in which each person knows his or 
her job, and the job is to be done, and very 
little is said. 


If that is so, then these persons are not a group; 
they are not a team; they may never have been 
a team. Each is a part of an engine function- 
ing, none taking responsibility for any other. 


(2) The level of interpersonal behavior at which 
you can have either harmony or conflict or any- 
thing between the two. 


Very often medical men especially have ex- 
perienced this conflict that can come between 
persons, or between roles people play when they 
try to keep apart from one another. Each has 
his assigned job, and they all go back to the task, 
with the body, because they're afraid to admit 
that they are human beings. The surgeon is 
often afraid to admit that he’s a human being 
or to permit anybody else to be a human being. 


(3) The level of the code of behavior or morale 
that emerges. I use both terms because some- 
times in a task-oriented situation there are set 
rules for interacting with one another, and there’s 
a code by which—up to which—one is sup- 
posed to live, and by which one is judged. 


By and large, I estimate that in many operating 
rooms situations exist in which the task is to 
deal with the body which has had some injury 
or disease of one kind or another — in which 
there are rules that govern the interpersonal re- 
lationships, and a code by which “thou shalt be 
judged and punished.” 


Some persons who have talked to nurses tell 
me that this is the typical picture that the begin- 
ning nurse has, the nurse who has had very 
little operating-room experience — and it is often, 
according to an article in NURSING RESEARCH 
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in 1956, the picture that many supervisors have. 


But such a situation apparently does not exist 
in all operating rooms. There is another situa- 
tion, in which the patient is a person to be 
healed — in which there is a new set of inter- 
personal relationships on a give-and-take basis, 
which exist even outside the operating room among 
the people who work there; in which the sur- 
geon and the other physicians don’t go one way 
and the rest of the hospital staff and the nurses 
go their own ways; in which there is some sort 
of high morale, a real “team feeling,” and different 
people can fit into that team, if they are required. 


Where this occurs, there is an entirely different 
kind of setting, and the O.R. supervisor is prob- 
ably a different kind of person. 


You, the operating-room nurses, are the judges. 
By the way, how do we judge things? What are 
the major criteria by which we judge and evaluate 
ourselves? I suspect all of us, no matter what we 
say, judge by about four basic things: 


(1) Survival. Of course, from the point of view 
of the patient and his family, the criterion of 
success is survival. We have all heard the cliche, 
“The operation was successful, but the patient 
died.” 


(2) Self-extension — identification, seeing our- 
selves in other people. I venture that one thing 
that makes the O.R. tick is that at least some of 
the nurses have learned to look upon the sur- 
geon as a sort of “father-figure.” 


The general finding seems to be that the older 
nurses say this is true. The younger nurses say, 
“Baloney! It is not!” They're still fighting the 
battle with their own fathers! No, that’s too 
broad a generalization. But to some extent it 
seems a possibility that the effective O.R. situa- 
tion is one in which the scrub nurse, the supervisor, 
and some of the other people there see the surgeon 
as a father-figure. 


The identification with the “father” has both 
positive and negative elements. It’s delightful 
to see the psychological thing that happens when- 
ever this identification process is operating. There 
is a desire to look up to the father-figure as some- 
one who can do no wrong. At the same time, 
there is some underlying hostility which can be 
mixed with this acceptance — because other fathers 
in the past have done things that hurt, and this 
father does some things that hurt. 


When the hostility or the negative feelings 
come to the surface, we very often deny the con- 
cept of the father-figure. “There is no father- 
figure; he’s just a so-and-so. And he’s not living 
up to what I expect!” 


At any rate, I believe that this concept is one 
worth considering. 


The anesthesiologist has to get satisfaction or 
identification. Some get their identity by saying, 
“I was preferred by such-and-such surgeon.” Others 
get their identity by saying, “Such-and-such 
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“Some of the nurses have learned to look upon 
the surgeon as a sort of ‘father figure’” .. . 


“If the surgeon is the father figure, is the 
supervisor a mother figure?” 


patient asked for me,” and by telling about the 
different kinds of new procedures that are being 
worked out and how successful they are. 


So the nurse is not alone in this situation. 
Each person is looking for survival — even the 
patient. Each one is looking for some sort of 
extension of self with others. We get that 
through a third value. 


(3) Order, or meaning. Very often a team has 
been built up, in a hospital or other situation, 
as a result of its members going through the 
business of starting to work together at a task. 
They have established their identities; they know 
when they're not going to get their conflicts out 
into the open, and they have a good deal of 
satisfaction with one another. They have ac- 
quired not only a code but a feeling of being 
able to fit with one another and be members of 
the team, whether they’re task-oriented or have 

(Continued on next page) 
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gone beyond this level to become a professional 
team. 


Put a new person into this situation — a per- 
son who has not experienced what I call the 
“build-up” — and that person is in trouble. 


We have found this to be true of new men in- 
troduced into air crews; of individual replace- 
ments sent into combat teams in Korea, when 
these individuals going in had not had the build- 
up with some other people, so that they under- 
stood the situation and all that was going on. 


The most lost soul I know is one who goes 
into a situation in which the build-up has al- 
ready taken place, and he is just expected to do 


his job. The situation to him looks like this: 
“This is what is expected of me; this is what 
I've got to do; it has no meaning!” The third 
value is not there. The second value — the affili- 
ations — are hard to establish. And then mis- 
takes are made — because the person has not 
learned, too, the fourth thing: 


(4) Predictability. Our world should be pre- 
dictable, or secure. An individual wants to feel 
that he knows what’s going to happen as a con- 
sequence of his experience — or at least he wants 
some sort of security in a situation. 


Any new person in a situation wants these 
four things: (1) survival; (2) extension, or identi- 
fication with somebody or some people; (3) order, 
or meaning, and (4) predictability. 


Is the O. R. Nurse ‘Different’? 


A teacher challenges some stereotypes 


By Betty Ann Beaudry, R.N.* 


e A tew stereotypes have perhaps through the 
years suggested the uniqueness of the operating- 
room nurse. I would like to explore these and 
offer some rebuttals: . 


(1) “The operating-room nurse doesn’t want 
to do bedside nursing.” 


Neither do teachers; neither do head nurses; 
neither do supervisors. And one could run the 
gamut. 


(2) “Operating-room nurses are usually physi- 
cally and psychologically removed from the wards.” 


But so are the clinic nurses, and the neuro- 
psychiatric nurses, who by the way are very fre- 
quently outside the city limits. 


(3) “Operating-room nurses work under tre- 
mendous tensions.” 


So does the nurse in many emergency rooms; 
the nurse in recovery rooms; the nurse in the 
deep insulin treatment room. So do the head 
nurses; so does the director of nurses. 


(4) “Operating-room nurses must have special 
skills.” 


I suspect that the nurse who nurses the anxious 
massive coronary patient, and the nurse whose 
interaction with a schizophrenic may be the de- 
ciding factor for the schizophrenic to test the real 
world again, must have some special skills, too. 


(5) “There’s something definitive in a sense of 
completion about operating-room work.” 

- There must be something akin to this same 
feeling in the delivery room of any obstetrical 
service. 


*Assistant professor of nursing service administration, University of 
Texas School of Nursing, Galveston. 
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(6) “In the operating room you feel a very im- 
portant member of the team.” 


This is commendable, but it is not unique. 


In the broad areas of activities within nursing — 
patient-centered activity, personnel relations, han- 
dling of equipment and supplies, housekeeping and 
maintenance of environment, conformance with 
hospital policy and procedure, education of student 
nurses, personal growth and development, and 
inter- and intradepartmental activity, I find noth- 
ing unique in the operating room. 


In the organizational hierarchy of the operating 
room we find the same dichotomy of responsi- 
bilities constantly inherent in ward situations — 
the nursing service’s responsibility for effective 
performance, and the doctor's responsibility for the 
care of his patient. 


The administrator of the operating room — fre- 
quently called a supervisor — must follow the same 
principles as the other members of the adminis- 
trative team with whom she works in a nursing 
service. 


It appears to me that most of the different roles 
expected of the operating-room nurse are the ex- 
pected roles for the professional nurse. She is a 
leader, a communicator, a researcher, a teacher, 
an evaluator, and a consultant. 


Human relations in action in the operating room 
seem to me not to differ greatly from human rela- 
tions in action in most of our life experiences. 
Once we are sure that others need us — once we 
are convinced that we have something to give — 
our defenses seem to evaporate into thin air, and 
we can then become part of a group which gives 
understanding and support and help to us. 
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Discussion 


Q. What do you do to hasten the identification 
of a newcomer in the operating room? 


MISS BEAUDRY: I don’t think you can do any- 


thing without beginning with the correct orienta- 
tion. 


A. (From audience) 1 think that some of the 
obligation also rests with the person who is com- 
ing into the hospital. I believe she is inclined to 
think, “You have to show me! You're going to 
have to instruct me.” 


As has been said, there is a uniqueness to each 
operating room; everybody does the same things 
differently; so when a person comes into a hospital 
she often says, “Well, we don’t do it this way,” 
or, “I didn’t do it that way; so you can’t expect 
me to do this right away.” I think the new person 
has some hostile feeling to the new situation. 


DR. McGUIRE: I think an orientation program 
can mean nothing whatever, or it can mean a great 
deal — depending on: 


(1) The degree to which the newcomer can learn 
to trust at least one or more persons who are 
doing the job —one or more persons in his new 
situation. 


(2) The extent to which the person there makes 
sense; is meaningful; talks in terms that can be 
understood. This means getting to the newcomer’s 
frame of reference and understanding what he was 
doing, showing the similarities in the new situa- 
tion, and then going on. 


(3) The degree to which the persons respon- 
sible for the orientation listen to the newcomer’s 
side of the story. This takes us back to the estab- 
lishment of trust, which is built in part upon 
making sense and listening, and modifying things. 


(4) The degree to which fairness is employed 
in judging the newcomer in the light of things 
as they go along. If this is to be done, it is neces- 
sary to have somebody with the newcomer all the 
time at the beginning, to supplement the orienta- 
tion program. 


Q. If the surgeon is the father-figure, is the su- 
pervisor a mother-figure? 


DR. McGUIRE: How many think the supervisor 
is a mother figure? [Show of hands revealed that 
audience was about evenly divided on the subject. | 


I believe it would help in discussing this ques- 
tion to describe the various types of human rela- 
tionships. We have three basic kinds of relation- 
ships with people: 


(1) The “close-tie” relationship with parental 
figures— father, mother, sometimes an _ older 
brother or other persons in the family. These per- 
sons have been cultural agents responsible for our 
upbringing. We are extensions of them. Bringing 
us into the world has extended them and made 
sure that they go on. 


APRIL, 1959 


This close tie means that there is a great deal 
of emotion involved. There can also be authority. 
These are the people to whom a great deal of 
authority, written and unwritten, is given. 


Now you can have the element of hostility with 
guilt feelings; you can also have the element of 
admiration, with the feeling of approval for a 
job well done and the feeling that “I’m accepted.” 


To some people, the close-tie figures are the 
most important. These people are not necessarily 
dependent on these figures, but this is the kind 
of relationship in which they feel comfortable. 


(2) The “peer” or age-mate relationships. The 
child is brought up not only in the family, but 
also with his peers. He soon gets out of the fam- 
ily, in play, even before school, with “the kids.” 


In fact, learning to walk and run and talk is 
not done with his parents. Even before he goes 
to school, the child sees his mother not more than 
three hours a day, in most families. He learns 
with other children. 


Many people get their greatest satisfaction from 
being with their age-mates. These relationships 
are important. 


(3) The more remote relationships with people 
as adults. We go to school. Sometimes we see 
the primary teacher as mother, and sometimes we 
don’t; we see her as a more remote person. 
Through the years we meet many persons who are 
representatives of an institution — the hospital, the 
school, the law. 


We have all three kinds of people to emphasize; 
we have all three in us. 


Now some of you see the O.R. supervisor as a 
mother-figure in two ways: 


(1) Some see her as a very positive, warm, ac- 
cepted mother-figure who once in a while disap- 
proves and doesn’t love you, and you then feel, 
“Oh, I can’t do anything about it,” and you get 
tense, get a headache perhaps. 


(2) Some see the supervisor as a mother-figure 
who is “just like my mother,” and you feel, “I’ve 
got to like her, I’ve got to respect her, I’ve got to 
love her, but... (sigh)” ... and that’s all. You 
feel, “I can’t dare cut her throat, because that’s 
horrible!” You’d be guilty! Then psychosomatic 
illness is likely to develop. 


VOICE FROM AUDIENCE: As an operating- 
room supervisor, I have answered more personal 
questions and solved more personal problems for 
my staff than I have surgical problems. I think 
the operating-room supervisor does play the part 
of a mother. 


Q. If the O.R. is not a specialty, why can any 
O.R. nurse work on the floor? But is any floor 
nurse capable of working in surgery? 


MISS BEAUDRY: Id like to answer that in two 
ways: 
(Continued on next page) 
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(1) I’m not sure how quickly the surgical nurse 
could go into the premature nursery, or the deep 
insulin treatment room, or the delivery room, or 
the artificial kidney set-up, if it happens to be 
away from the operating room, and be comfortable 
immediately. However, I don’t think that’s the 
point. 


(2) With the idea that operating-room nursing 
is a specialty I have no quarrel. I couldn’t go into 
the operating room myself today and do anything 
except faint. But I believe that human interaction 
in the operating room, because it involves people, 
is very much the same as the interaction which 
occurs in the other components of nursing. 


VOICE: I’m an operating-room supervisor, and 1 
am called upon many times to send help to other 
departments. I resent sending help, and I know 
my girls resent going, because I feel that when I 
need help, girls from these departments cannot 
come to my department to do the work; yet the 
girls from my department are expected to go to 
any other part of the hospital. It isn’t that my 


“The Operating Room as a Research Laboratory in the Care of 
Severe Burns” was the subject of panelists (I. to r.) Frank Dun- 
ton, M.D., John Sealy Hospital, Galveston, Tex.; Audrey Harper, 
O.R.S., University of Texas Medical Branch, Galveston; Truman G. 
Blocker, M.D., professor of plastic and maxillofacial surgery, Uni- 
versity of Texas Medical Branch; and J. R. Smith, M.D., and David 
A. Grant, M.D., both residents in plastic surgery, University of 
Texas Medical Branch. 


Panel members (I. to r.) Doris Deimel, O.R.S., Rockaway Beach 
(N.Y.) Hospital; Alice McCollum, O.R.S., Methodist Hospital, 
Houston; Sister Margaret Kelly, supervisor of special surgery, St. 
Joseph’s Hospital, Houston; and Elizabeth Saunders, O.R.S., Uni- 
versity of Texas Medical Branch Hospitals, Galveston, discussed pit- 
falls in planning an operating-room suite. 


girls can’t do the job, but I don’t believe they 
want to, and I don’t want them to go. 


VOICE FROM AUDIENCE: In a way. I think 
the question is rather unfair, because in her basic 
preparation the nurse spends approximately three 
years learning how to work in other nursing units 
than the operating room. She has a minimal basic 
preparation in the O.R. When the O.R. nurse 
comes out on the floor, therefore, she has a lot 
more training to fall back on than has the general- 
duty nurse who is asked to help out in the oper- 
ating room. The latter has had perhaps three or 
four months in the operating room, all told. 


Some persons with general background prepa- 
ration in nursing have very successfully become 
O.R. nurses without special preparation except 
on the job —if they have had good orientation. 


DR. McGUIRE: We are finding that people be- 
gin to gravitate toward the profession and then 
toward specialties. We get marked differences in 
the make-up of these people. What kind of people 
are you getting in a specialty situation? To what 
extent can they work with and agree with those 
who, say, are flexible to move from one situation 
to another? 


Namely, when you get the special situation — 
the person who can’t move out of the O.R.—to 
what extent is she: (1) trying to block out any 
further relationships to other people, and (2) 
seeking a completely structured, predictable situ- 
ation in which to function, and no responsibilities 
outside of that? 


Q. What does the graduate nurse do in the oper- 
ating room that other workers cannot do? 


A. (From audience) I feel that the graduate nurse 
in the operating room is responsible for the pro- 
fessional level of work that is done there. The 


technicians and the practical nurses do a good 
job, but they need to be guided. The professional 
nurse is needed to maintain the professional atti- 
tudes and professional standards of work in the 
operating room. 


Moderating the problem clinic for small hospitals is Mrs. Mar- 
garet Pond (standing), R.N., director of nursing, Heights Hospital, 
Houston. Other panel participants are, from left: Mavis Pate, 
O.R.S., Medical Center Hospital, Tyler, Tex.; Earl Clawater, M.D., 
Barbara Mintz, 
R.N., Heights Hospital, Houston; Horace Cardwell, administrator, 
Lufkin (Tex.) Memorial Hospital; Dorothy Swickheimer, R.N., di- 
rector of nurses, Victoria (Tex.) Hospital; and Sharon Storey, M.D., 
director of anesthesiology department, Heights Hospital, Houston. 


surgeon, Medical Center Hospital, Tyler, Tex.; 
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Dr. Walter Addresses 


@ More than 200 nurses registered at the first 
statewide meeting of operating-room and central 
supply room supervisors in Miami, Fla., in Janu- 
ary. The meeting, held in conjunction with a 
regional session of the International College of 
Surgeons, was co-sponsored by the Florida Nurses’ 
Association. 


Co-chairmen of the program were Eleanor Bind- 
rum, O.R.S., St. Francis Hospital, Miami Beach; 
Mrs. Nan Kelly, R.N., central supply supervisor, 
and Florence Kisskolt, R.N., instructor in operat- 
ing-room nursing, both of Jackson Memorial Hos- 
pital, Miami. 

A featured speaker at the meeting was Carl W. 
Walter, M.D., associate clinical professor of sur- 
gery, Harvard Medical School, and surgeon, Peter 
Bent Brigham Hospital, Boston. An abstract of 
his address on O.R. nursing organizations follows. 


Will Supervisor Survive? 


Organizations Offer Nurse Chance 
To Keep Pace with Progress 


Banding together gives operating-room nurses 
three big opportunities: the opportunity for keep- 
ing up with progressing standards of nursing care; 
the opportunity for maintaining the professional 
side of nursing activities, and the opportunity to 
share in the development of the pattern of hos- 
pital care of tomorrow. 


These are particularly important because pro- 
fessional colleagues are likely to lose sight of the 
nurse as a member of a team and to think of her 
instead as an errand boy. Organizations have a 
great deal to do with maintaining an individual’s 
position in the professional parade. This meet- 
ing is a good example of a professional activity 
keyed to the needs of people caring for patie ats. 

Many nurses have found fault with existing 
organizations because they resent the prevailing 
atmosphere of labor unions. Discussions have 


Carl W. Walter, M.D., discusses his speech with Dorothy W. Errera, 
R.N., Miami, who assists him on institutes for O.R. nurses. 
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Florida O. R. Meeting 


centered about hours of employment, wage scales, 
and other economic problems. This type of dis- 
cussion is very necessary because we are all con- 
fronted with the economics of living. The type 
of organization we are discussing here, however, 
can be much broader in its usefulness. 


Many nurses work a little while after gradua- 
tion, marry, raise families, and then return to 
nursing. After 10 years of being out of touch, this 
group is in urgent need of ways to upgrade its 
skill and to increase its vocabulary and understand- 
ing at a professional level. A group such as the 
one meeting here can be very valuable in develop- 
ing essential educational programs at a post-gradu- 
ate level. 


It isn’t only the “returnee” who needs the oppor- 
tunity to keep up or catch up with medical prog- 
ress. This need is apparent in allied professional 
groups and is pointed up by the many educational 
programs supported by the American College of 
Surgeons and the International College of Surgeons. 


There was a day when a graduate of a medical 
or nursing school could coast along for several 
years after graduation, getting into no serious 
trouble and being generally “in the know” about 
things medical. But medical progress in this decade 
is so rapid that we need new professional habits 
of learning and thinking to maintain high stand- 
ards of professional care. Operating-room nurses 
must progress with medicine and surgery. Like 
any other group, they need an organized approach 
to the problems of patient care. 


A meeting is an easy way to exchange ideas. 
One meets people; sees new faces; comes to recog- 
nize those active in the profession. As the fre- 
quency of meeting increases, there is more ex- 
change of ideas and professional activity, and less 
gossip. 


Operating-room problems are never-ending. In 
every working minute, there is a crisis. The crisis 
is usually solved and then forgotten. If the de- 
tails of a crisis are written down each time, the 
accumulated data at the end of a week is startling. 
Even more so is the number of times the same 
crisis recurs in one week. Crises can be studied 
and solutions developed at a meeting. 


A meeting is a wonderful sounding-board. There 
is nothing like a brainstorming session when a 
valid subject is up for discussion. Many brains 
brought to work on a single problem evolve a 
solution manyfold more practical and _ lasting. 
Often working out answers to these recurring prob- 
lems leads to the development of urgently needed 
bits of new equipment. 


This same activity provides opportunity for self- 
criticism. Defensive attitudes can be surmounted, 


(Continued on next page) 


123 


| 
| 
| 
| 
| 
a ~ 
(00 
| 


FLORIDA O.R. continued 


and the typical discussion of my patient and my 
surgeon can grow up to a mature point of view 
generally applicable to all patient situations. 


The individual benefits enormously from open 
discussion groups. Too many nurses are inarticu- 

late and inclined to withdraw into the routine of 
om | jobs. As the work day ends, thinking ends. The 

familiar “battle-axe” and “comfortable-old-shoe” 
types found in many operating rooms are examples 
of attitudes growing out of resistance to change 
and growth and compromise. 


Every nurse needs encouragement from time to 
time to blow herself out of her shoes and grow. 


Then there is the question of survival for the 
operating-room supervisor. 


Operating rooms and central supply rooms are 
big expense departments in hospitals, and adminis- 
trators are beginning to examine costs in these 
departments critically. Many have abandoned 
nurse supervisors in favor of anesthetists or lay 
managers, in order to effect economy and better 
performance and achieve identification with ad- 
ministrative programs. 


I believe this action is a poor solution. How- 
ever, it stems from the fact that the nurse, who 
knows patient problems so well and has the innate 
ability to deal with the profession and patient, has 
failed to interpret her role in the over-all admin- 
istration of the hospital. 


In the next 10 years, the operating-room super- 
visor whose interests are centered upon folding 
rags, cooking them in the sterilizer, and tipping 
ether over the edge of a can will disappear. New 
: manager-supervisors will appear. Whether these 
are to be nurses, businessmen, or technicians de- 
pends on how well the nurse firms up her job. 
She has the background—personal and professional 
—to keep this type of service human at all levels, 
and it would be sad to see her disappear from the 
picture. 


What does survival involve? 


The nurse needs to organize her problems; study 
division of labor in the operating room; practice 


Chatting between sessions are Rose E. Alberti and Willie M. Van- 
dergrift, director of nursing service, VA Hospital, Coral Gables. 


economy; apply technics of work simplification. 
She must study personnel problems and improve 
policies so that expensive turnover will be mini- 
mized. She must learn to put problems into words 
that administrators and surgeons will understand 
and to do this without hysteria. 


In the next four or five years, many hospital 
policies will be reviewed. As hospitals are over- 
hauled, operating-room and central supply room- 
personnel are going to be in the center of policy- 
making for hospitals for the future. 


Knowledge is easy to come by, and a regular 
program for people in the operating rooms in a 
community gets people together to exchange ideas 
and to hear one another’s problems. Exchanging 
personnel once a month is a good way to learn 
from one another. Discrepancies in function be- 
come blatantly obvious when cited by the out- 
sider who is unencumbered by defensiveness. 


Big groups are inevitable once little groups 
make the start. Develop an enterprise to be proud 
of, and realize that it all means better patient serv- 
ice, more help for the surgeon, and a stable level 
of praiseworthy nursing activity.—Carl W. Walter, 
M.D., associate clinical professor of surgery, Har- 
vard Medical School, and surgeon, Peter Bent 
Brigham Hospital, Boston. 


Sister Ellen Stephanie, Sister M. Carolyn, and Sister Loretta Michael, Barry College Department of Nursing, Miami, look over the program. 
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Crises and Spiritual Opportunities 
In O. R. Nursing 


By the Rev. Armen D. Jorjorian* 


e There are several kinds of crises, which, al- 
though not peculiar to the operating-room nurse, 
do confront her frequently and in very special 
ways. These crises, like any crisis experience, 
provide the operating-room nurse with opportu- 
nities either to become spiritually sick or spiritu- 
ally more healthy. They fall into four categories: 


1. Loneliness. The first and perhaps most ob- 
vious of the crisis experiences for the operating- 
room nurse is the crisis of loneliness. The reality 
of her loneliness is apparent. The very asepsis of 
her separated working area contributes to it. 


Recently I called on a mother who was staying 
with her infant stricken with meningitis. She 
was gowned and I was gowned, and the baby was 
asleep. A death-like stillness permeated the room. 
I had not met her before. When I entered the 
room she said, “I can’t tell you how glad I am 
that you have come to see me. . . . I’ve never been 
so lonely before in all my life!” 


I am sure that operating-room nurses can iden- 
tify with that kind of loneliness. Being stuck off 
in a protected corner of the hospital, blocked by 
imposing signs that forbid entrance from the 
casual but longed-for visitor, encouraged not to 
leave the surgery suite at all during the eight 
hours on duty, and, perhaps most limiting of all 
(except for the monastics), required to hide the 
charm of her womanly hair under the anonymity 
of a surgery cap—all are part of the operating- 
room nurse’s physical separation from the rest of 
the hospital. 


But she experiences other kinds of separation 
besides the physical. Unless she happens to be a 
supervisor, she is separated from the rest of the 
nursing staff. Often she performs her assigned 
duties alone, apart from the other operating-room 
nurses. 


And if she initially desired to enter nursing 
because she hoped to be able to care for persons 
in distress, what is her present opportunity? Her 


*Religious director and chaplain St. Luke’s Episcopal Hospital, 
Houston. This paper is adapted from a lecture at the sixth national 
congress, Association of Operating Room Nurses, Houston, Tex., Feb- 
ruary 9-12, 
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patient contact is limited largely to persons who 
are anesthetized. Through the merciful miracle 
of anesthesia the patient whom she would care 
for as a person is transformed into almost a sub- 
human thing. How separated can she be? 


The crisis of loneliness can be an occasion for 
spiritual sickness or for increasing spiritual health. 
If the operating-room nurse, on the one hand, 
pretends that she can go it alone, or, on the other 
hand, grows to feel more and more comfortable 
in the fantasy that she can be tolerated by those 
persons important to her only if she stays in this 
corner — then, in either event, the crisis of loneli- 
ness becomes for her an occasion of spiritual 
sickness. 


If, however, out of this condition of loneliness 
she can become more and more mindful of her 
realistic need for companionship and love, then 
this crisis becomes an opportunity for spiritual 
health. 


2. Fear. Experiences of loneliness quite under- 
standably arouse in us a sense of being afraid. 
We can remember this as a vivid experience in 
childhood. But we don’t grow up and away from 
primary feelings such as this one, and so we can 
expect recurrences of this pattern in adulthood. 
In addition, there are special conditions creating 
the crisis of fear for the operating-room nurse. 


One of the factors contributing to its creation 
is that often and for prolonged periods of time 
the operating-room nurse is working close to the 
unknown. No matter how confident one may be- 
come as a result of the ever-increasing depend- 
ability of surgical procedures, still the sensitive 
participant in surgery and postoperative care is 
mindful of the ever-present possibility of the wn- 
expected happening. 


My own sensitivity to this has created in me an 
attitude of always taking surgery seriously, and, 
correspondingly, of attempting to respond to the 
serious concerns exhibited by the patient and his 
family. 

There is perhaps an even more significant, 

(Continued on next page) 
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albeit much more subtle, basis for the operating- 
room nurse’s experience of fear. This grows out 
of the basic posture of her professional work. 
Although she is intimately involved in what is 
going on in surgery, she is not in control. And 
this combination of being involved though not 
in control can be a truly frightening thing. 


Perhaps you can identify this feeling more 
sharply if you recall, for a moment, the thoughts 
that race through your mind during the most 
critical part of any surgical procedure. Do you 
ever find yourself wishing the surgeon would do 
something differently from the way in which he 
is doing it? Wishing he would work faster? Or 
more slowly? Wishing he would be more atten- 
tive, or less completely absorbed? Wishing he 
would look your way for a clue? 


Do you ever find yourself wishing someone else 
were performing this particular surgery, maybe 
even that you were doing the procedure yourself? 
I see all of these as symptoms of the tension that is 
likely to arise out of your basic posture as an 
operating-room nurse, that is, being intimately 
involved but not in control. 


The crisis of fear, like that of loneliness, can 
be an occasion for spiritual sickness or for increas- 
ing spiritual health. If the operating-room nurse 
is unable to identify her fears and take them seri- 
ously, on the one hand, or if she becomes over- 
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whelmed by them on the other hand—in either event, 
the crisis of fear becomes for her a pathway to spir- 
itual sickness. If, however, she is able to recog- 
nize her fear responses, admit to them, and then 
draw upon her own capacity for faith and trust 
in combatting them, she opens the door for the 
crisis to become an opportunity for spiritual 
health. 


3. Boredom. The third crisis experience may, 
at first thought, seem to be anything but trau- 
matic or critical. I maintain that there is such a 
thing as the crisis of boredom, and that it often 
leads to the spiritual sickness of becoming hardened 
or calloused. 


One way of seeing the onset of boredom as a 
critical experience is to understand it as a natural 
outgrowth of an unrecognized response of fear. 
It is not unusual for us to attempt unwittingly to 
translate our fear into an “emotional yawn,” to 
become detached and aloof, to attain an almost 
mechanical attitude in the performance of our 
duties. Such an attitude quickly leads to a sense 
of boredom. 


The crisis of boredom may be an outgrowth 
of the efficiency with which the nurse is expected 
to learn her routine. This is an especially insidi- 
ous source of boredom because it is so easy to 
fail to distinguish clearly between efficient routine 
and routinized efficiency. Efficient routine is an 
absolute must in the operating room, and all of us 
who have occasion to watch the team perform its 
varied duties marvel at the smooth teamwork 
that so frequently is developed between surgeon 
and instrument nurse. It is a beautiful sight to 
see her always have in her hand the precise in- 
strument required by the surgeon without his 
even having to ask for it! 


But, necessary as this efficient routine is, the 
danger is always present that it might degenerate 
into routinized efficiency, which, in effect, ceases 
to become efficient at all, and eventually leads to 
the crisis of boredom. 


There is an obvious practical danger in all this, 
as public-safety experts are quick to point out. 
The bored person is extremely susceptible to error 
and accident. The spiritual danger is equally 
real: the bored person, especially when he is work- 
ing in a human context, is subject, as was pointed 
out above, to the spiritual sickness of becoming 
hardened or calloused. And if the nurse develops 
this sickness, the possibility of her fulfilling the 
obligation inherent in the last phrase of the 
Nightingale Pledge — “devote myself to the wel- 
fare of those committed to my care” — is destroyed. 


Like the crisis of loneliness and the crisis of 
fear, the crisis of boredom has its own specific 
spiritual opportunity, which is to revive our be- 
lief in the essential creativity that is part and 
parcel of being human. This is the opportunity to 
join our own efforts with those of others, as to- 
gether, “with one accord and in one place’ we 
work for the healing of broken humanity. 
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4. Guilt feelings. Recognizing one’s involve- 
ment in any of the crises mentioned above could 
produce guilt feelings. But there is a particular 
occasion producing feelings of guilt of which I 
especially want to speak. This is the occasion of 
“Jast-resort” surgery, which appears to be becoming 
increasingly more common today, especially in 
those hospitals and medical centers which have 
staff members who possess a pioneering spirit. I 
say “appears” to be becoming more common be- 
cause I have been unable to find any statistics 
on this question, and also because I suspect that 
there has always been that “growing edge,” in 
modern surgery at least, that has dared to take 
surgical risks for a variety of reasons, some justi- 
fiable and some not. 


To make this kind of situation a little more 
graphic, let me quote from part of the verbatim 
record of a conversation at Texas Children’s Hos- 
pital between one of our chaplain-residents in 
training and the mother of an 18-month-old child 
who was admitted for a diagnostic work-up for a 
congenital heart condition, and for possible heart 
surgery. This conversation took place after the 
baby had a heart catheterization, and the mother 
had been given a report that it was doubtful that 
surgery could be successfully performed. Upon 
entering the room, the chaplain-resident noticed 
that the mother had been crying, and looked very 
tired, quite depressed and distraught: 


Chaplain: How are things going today, Mrs. V.? 


Mrs. V.: (shaking her head). Not so good. Just 
not so good. (Long silence after which she began 
to cry softly. As she cried she dabbed her eyes 
with a handkerchief.) I promised myself I 
wouldn’t cry any more. (She continued to wipe 
her eyes and try to compose herself.) 


Chaplain: It’s all right to cry if you feel like 
it. Sometimes it helps to get the feelings out, 
rather than to keep them all bottled up. 


Mrs. V.: It doesn’t help and never will. (Si- 
lence) I had such high hopes that this hospital 
would be able to cure my baby, but . . . (pause) 
now nothing will be changed. (Silence for a 
while, during which time the chaplain-resident 
sat down in a chair in front of her.) I just can’t 
accept it. I can’t accept it at all! 


Chaplain: It is one thing to say that you want 
to accept what has happened, and that you won’t 
cry any more, and it is something else to feel 
that way. 


Mrs. V.: My feelings are sometimes different 
all right. They are what they are, and they just 
can’t change. (As she was saying this, she looked 
longingly at the crib.) I just can’t help what I 
feel —I keep telling myself that it is just the way 
things happen, but I still feel like crying and 
holding the baby close to me. (All of a sudden, 
Mrs. V. burst into violent tears and threw herself 
onto the cot next to the crib and struck the pillow 
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At the opening session of the AORN convention (I. to r.): the 
author, the Rev. Armen D. Jorjorian; the Hon. Lewis Cutrer, mayor 
of Houston, who gave welcoming address; and Dr. Dawson Bryan, 
director, institute of religion, Texas Medical Center, Houston, who 
delivered the invocation. 


with her fist as hard as she could, crying out in 
an agonizing cry.) 

As you might suspect, this is not an everyday 
episode, but neither is it an unusual one. I have 
reported it here to give a flavor of the kind of 
pressures that are behind the decision to do sur- 
gery in desperate situations. 


Even though the operating-room nurse herself 
probably has not had this kind of contact with 
the patient or his family, yet, through the diag- 
nostician or the surgeon, this desperation gets 
communicated to her. Entering into surgery with 
a feeling that there is less than a 50-50 chance for 
the patient is much different from entering into 
surgery with every expectation that thereby the 
patient’s condition will be substantially improved. 


If last-resort or desperate surgery is successful, 
there is a tremendous sigh of relief and almost 
inappropriately intense ecstasy. When it is not 
successful and the patient dies, everyone, includ- 
ing the operating-room nurse, feels guilty. And 
deeply involved in these guilt feelings are ques- 
tions about the extent to which mere man dares 
intrude himself into the natural processes. 


The crisis of guilt feelings, too, can be an 
occasion either for spiritual sickness or spiritual 
health. This becomes an opportunity for spiritual 
growth and increasing health when the operating- 
room nurse is able to view critically her partici- 
pation in the surgical procedure, to recognize that 
she functions as a helping person, and is not in 
the position of making a “command decision” 
—and, beyond this, to know and feel that neither 
she nor any other human being can _ prevent 
tragedy from occurring in life on earth. 


To be able to accept this is to be able to ac- 
cept our human-ness. And to be able to accept 
our own human-ness is the crown of life — for that 
is what we are, human, with strengths and with 
limitations, with powers and with limits, able to 
do some things and unable to do others. The 
task of entering into our own humanity is the 
task of making this distinction, and then drawing 
upon resources outside and beyond ourselves, in 
faith, to fill the gap. 
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UESTION BOX 


BY CARE we “WALTER, M.D. 
parce by Dorothy W. Errera, R.N. 


Q. We have been asked to care for the equip- 
ment used for nitrogen mustard therapy. I 
remember that you said in one of your courses 
that special precautions are needed, but that is 
all I remember. 


A. Nitrogen mustards are severe vesicants, and 
contaminated apparatus and material must be 
handled carefully to prevent skin irritations or 
burns in personnel. The physician wears rubber 
gloves while mixing the drug and while he is 
still gloved he should wash all used equipment 
with warm running water. 


The contaminated syringe and needle are 
dropped into a basin of 1:1000 sodium hypo- 
chlorite and soaked for at least an hour. The 


infusion set is rinsed with warm water and dis- - 


carded. The drug ampoules are soaked in the 
sodium hypochlorite solution for an hour before 
they are discarded. 


If the skin is accidentally touched with the drug, 
it is washed with large amounts of soap and 
water. If solution is splashed into the eyes, the 
latter are washed out well with great amounts 
of physiological saline solution. 


Q. What do you suggest for disinfecting the skin 
for an ordinary injection or venipuncture? 


A. It is important that germicides used on the 
wards and in the laboratories be nontoxic, non- 
irritating, nonstaining, nonflammable, and hypo- 
allergenic. Aqueous solutions of quaternary am- 
monium compounds meet these requirements and 
are good detergents and effective against skin 
organisms, if used properly. The skin should be 
scrubbed vigorously with a sponge wet with 1:750 
aqueous germicide and kept moistened with the 
germicide for one minute. 


Because of the substantive nature of the quater- 
nary ammonium compounds, excess germicide so- 
lution must always be present in the container 
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of sponges. This will provide for a germicidal 
concentration both on the sponges and in the 
supernatant fluid in the container. 


How much skin preparation is necessary be- 
fore taking blood from a donor? 


A. Skin requires both cleansing and prolonged 
exposure to nonselective germicides when pro- 
cedures demanding good asepsis are to be under- 
taken—and phlebotomy is definitely such a pro- 
cedure. 


The skin should be scrubbed vigorously with 
a sponge wet with hexachlorophene soap until a 
stiff lather develops. The soap removes soil and 
desquamating epithelium and exerts some germi- 
cidal action. The lather produced acts as a 
spreader for the aqueous iodine (2%), which is 
next applied with a sponge. 


The skin should be kept moistened with the 
iodine for two minutes. Iodine is an efficient 
bactericide against all skin organisms. The excess 
iodine is removed with a sponge wet with 40% 
isopropyl alcohol, which exerts additional germi- 
cidal action and removes the iodine stain. 


Q. During a tonsillectomy, the vacuum bottle 
on the wall suddenly broke and showered glass 
throughout the area. No one was injured, but 
we are wondering what measures to take to pre- 
vent a recurrence. We are making the following 
changes: 


1. Use of conductive tubing from the patient 
to the bottle 


2. Use of bottles smaller than gallon-size 


3. Use of bottles constructed of wire glass 
rather than plain glass 


4. Installation of pressure regulators on each 
suction outlet. We feel that this was an implosion 
rather than an explosion, because there was no 
flash and no trace of carbon. Our suction machine 
is capable of producing 9-13 pounds vacuum per 
square inch. 


A. Your interpretation of the accident is likely 
correct. Two steps can prevent recurrence. One 
is to limit the suction developed to five inches 
of mercury; the other is to use a properly de- 
signed bottle. Tall, cylindrical gallon bottles 
withstand this type of usage much better than 
the short, squat gallon jug. I do not believe wire 
glass bottles are necessary. You may find it worth- 
while to explore the use of polyethylene bottles; 
they may be heavy enough to withstand collapse 
under this degree of suction. 


Conductive tubing from the patient to the 
bottle has been tried by many hospitals. Sur- 
geons object to its use because it is too stiff. Per- 
sonally I do not believe it is essential because 
whenever the suction is being used, there is 
always sufficient moisture in the tubing to form a 
conductive pathway which will prevent electro- 
static discharge. 
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Volunteers serve coffee to families of pati 


4 


ts undergoing surgery. Family is kept informed of patient’s progress. 


Special Care for Patients’ Families 


By Mrs. Ethel |. West, R.N.* 


e In a waiting-room adjoining the offices of our 
hospital, a middle-aged man waited for news of his 
wife, who was undergoing surgery. A volunteer ob- 
served his anxiety, and on an impulse spoke to him. 
She couldn’t answer his questions as to his wife’s 
progress, but this incident gave birth to a service 
that has been one of the finest on record at this in- 
stitution—the hospitality committee for families of 
patients in the operating rooms and the recovery 
unit. 


It is well known that the things we fear most in 
life are the things we do not understand. Certainly 
few people know or understand why patients remain 
so long in the operating room. Many times in the 
past it has been an unpleasant duty to tell the fam- 
ily that they cannot be with the patient during sur- 
gery or at least while he is being put to sleep. 


Some hospitals have set aside a waiting-room ad- 
jacent to the operating room where family and 
friends can stay close at hand while the patient 
is undergoing surgery. However, operating-room 
nurses are far too busy to spend time with the fam- 
ily, although they are keenly aware of the hours 
these people spend worrying. 


At our hospital the administrator made available 
a waiting-room near the surgical suite corridor and 
equipped it with comfortable chairs, television, 
phone, and facilities for light refreshment. When 
the patient is brought to the operating rooms, his 
family members are allowed to accompany him on 
the elevator. They then remain in this special wait- 
ing-room until he is returned from the recovery 
room to his room. 


There are two volunteers from the hospitality 
committee on duty while the surgery is busy. They 
remain with the family, serve them coffee, boost 
their morale, and keep them informed of the pa- 
tient’s progress, These volunteers go quietly into the 


*Operating-room supervisor, Methodist Hospital of Southern Cali- 
fornia, Arcadia. 
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operating-room suite and the recovery room and 
inquire as to the patient’s condition, and are the 
contact between the patient and family. 


The family is often reassured if the volunteer 
can see the patient and tell them that everything 
is all right. Paid personnel, however willing they 
might be to reassure the family, do not have the 
time. 


Should an emergency occur while the patient is in 
the recovery room, the volunteer accompanies the 
family to a small private area adjoining the recov- 
ery room and endeavors to assist in bringing help 
and comfort. 


Our hospitality committee volunteers receive spe- 
cial instruction so that they can intelligently explain 
to the family why it is necessary to consider the 
patient first and the family afterward. They are 
trained, just as hospital personnel are trained, never 
to disclose any personal information about a pa- 
tient, and they become quite adept in relaying infor- 
mation. 


They never receive the information on the find- 
ings of an operation. When the doctor has finished 
the operation, he visits the family in the waiting- 
room, sits with them for a few minutes over a cup 
of coffee, and discusses the patient’s condition with 
them. This action reassures the family and helps 
to bring about a better understanding between pa- 
tient and doctor. 


This service has brought about better public re- 
lations for the doctor and the hospital. 


The director of volunteers is a registered nurse 
and a former director of nursing service. She is 
directly responsible to the administrator for the 
program. There are five hospital auxiliaries, each 
of which has a volunteer coordinator who is respon- 
sible to the director of volunteers. 


Volunteers phone surgical patients before en- 
trance to the hospital and advise them as to the 
required materials for their hospital stay. 
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By Dorothy W. Errera, R.N. 


Williams, R. E. O.: “Investigations 
of Staphylococcal Infections Ac- 
quired in Great Britain Hospitals,” 
Pub. Health Reports 73:961, No- 
vember, 1958. 


An excellent review of British 
investigation of the spread of 
staphylococcal infection from 
1939 to the present, with a dis- 
cussion of general preventive 
measures, and a comprehensive 
bibliography of articles in the 
British literature. 


Calvy, George L.: “Stalking the 
Staphylococcus—Report of a Con- 
tinuing Naval Action,” New Eng. 
J. of Med, 259:532, September 11, 
1958. 


Three days after admission to 
the hospital with signs of pneu- 
monia, an otherwise healthy 
young hospital corpsman died 
of staphylococcal pneumonia. 
The unfortunate corpsman had 
treated himself for three weeks 
with several antibiotics. His 
fiancee was hospitalized for 
furunculosis. The corpsman 
died shortly after exposure to 
a patient with staphylococcal 
pneumonia. 


The St. Albans Naval Hos- 
pital had had its quota of mis- 
cellaneous staphylococcal in- 
fections throughout the hos- 
pital. There had been 14 cases 
of hospital-acquired staphylo- 
coccal pneumonia in the eight 
months preceding an influenza 
epidemic. 

Task Force Staphylococcus 
was organized to combat the 
problem. On January 15, 1957, 
representatives of all the hos- 
pital services were informed 
that the problem concerned 
everyone, and cooperation 
would be “appreciated.” 


First, a board was set up to 
control the use of antibiotics 
and to disseminate informa- 
tion on therapy. Three anti- 
biotics to which the St. Albans 
strain of staphylococci was re- 
sistant were withdrawn from 
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general use, and were issued 
only with approval of a mem- 
ber of the board. A pneumonia 
team of four medical officers 


. stood telephone watch and 


were available as consultants 
around the clock. 


A high level of clinical sus- 
picion of staphylococcal pneu- 
monia was maintained, and 
the admitting officer lost no 
time in examining sputum, 
interpreting x-rays, and seek- 
ing consultation. The result 
was earlier diagnosis and stand- 
ardization of treatment. 


Remedial measures through- 
out the hospital included: 
widespread educational meas- 
ures to reindoctrinate and 
orient personnel; rigid anti- 
biotic control; stabilization of 
assignments so that nurses and 
corpsmen were assigned for 
longer periods with less ward- 
hopping; removal from _pa- 
tient-care duties of all person- 
nel with furuncles and other 
lesions; reform of housekeep- 
ing procedures to forbid all 
dry sweeping in favor of suc- 


tion sweeper-polisher-cleaners; 
sterilization of bedding and 
protection of mattresses and 
pillows with plastic covers; re- 
moval of woolen blankets; a 
return to “hand-washing” 
throughout the hospital, and 
an emphasis on good personal 
hygiene. 

The results: One case of 
staphylococcal pneumonia in 
1958, contrasted to seven in 
the same period for 1957. 


Edebo, L., and Laurell, G.: ‘“‘Hos- 
pital 
Tract with Proteus,” Acta. Path. 
et Micr. Scand. 43:93, 1958. 


Infection of the Urinary 


Proteus, which has been con- 
sidered a harmless saprophyte 
for many years, recently has 
been emerging as a frequent 
cause of infection—particularly 
of the genitourinary tract. In 
one year, 125 cases of hospital 
infection with Proteus mira- 
bilis occurred in the surgical 
and medical departments of a 
hospital in Uppsala. The 
course of infection was benign, 
but the type and ages of pa- 
(Continued on next page) 
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tients involved accounted for 
a high mortality of 18 percent. 
The bacteria were found in 
urinary-tract infections, and 
attention was focused on nurs- 
ing technics. 


Positive cultures were found 
in the following: 100 percent 
of samples of soap and water 
used for washing rectal ther- 
mometers; 100 percent of sam- 
ples of final rinse water used 
on rectal thermometers; 83 
percent of cloths used for dry- 
ing bedpans; 23 percent of bed- 
pans; 10 percent of hands of 
staff members, and three per- 
cent of clean blankets (32 
tested). 


Air samples were 45 percent 
positive when obtained from 
under the beds of patients with 
Proteus cystitis; 29 percent 
from under adjacent beds, and 
five percent in rooms with 
known infection. Corridor cul- 
tures were negative. 


On one occasion, 70 percent of 
clean rectal thermometers were 
positive for the organism. This 
high percentage incited an in- 
vestigation of the incidence of 
organisms in patients’ rectums. 
It was found that 100 percent 
of patients had the organism 
in their rectal flora after two 
to three weeks of hospitaliza- 
tion. Also, patients re-admitted 
after hospitalization within the 
past year had positive rectal 
cultures. 


The authors point out that 
heavy contamination of the rec- 
tal flora with Proteus increases 
the danger of bacterial spread 
to the moist perineal region, 
and that indirect contact with 
nursing utensils in daily use is 
a major factor in cross-contam- 
ination. 


Anderson, Kevin, and Keynes, 
Ruth: “Infected Cork Closures and 
the Apparent Survival of Organ- 
isms in Antiseptic Solutions,” Brit. 
M. J. 2:274, August 2, 1958. 


Users of a quaternary ammoni- 
um germicide solution had 
been plagued with a puzzling 
phenomenon. Although speci- 
mens taken from a flask of 


solution consistently grew par- 
acolon bacilli, the contaminat- 
ing organism was rapidly killed 
by the same solution, even 
when the solution was diluted 
to one-tenth of its original con- 
centration. 


The contents of a half-gal- 
lon flask of solution and of 
its cork closure were cultured. 
Both specimens yielded heavy 
growths of a paracolon bacil- 
lus. Seven days later a sample 
of solution was removed with 
a sterile pipette. The flask 
had been standing undisturbed 
for the previous week, and 
contact with the cork or neck 
of the bottle had been care- 
fully avoided. Viable organ- 
isms were again recovered. 


Exacting technics were then 
used to determine the sensitiv- 
ity of the infecting organisms 
to the germicide. Results 
showed the solution to have a 
marked bactericidal effect. 
Samples of solution, carefully 
removed, were self-sterilizing 
in exactly five minutes. 


With the solution exoner- 
ated, attention focused on the 
cork. The neck of the flask 
was amputated and sterilized. 
With the infected cork in 
place, the unit was held over 
an agar plate and the cork re- 
moved. Countless microscopic 
particles of cork dust were 
found on the plate, and sub- 
sequently many colonies of par- 
acolon bacilli grew out. When 
the experiment was repeated 
using nutrient broth, the same 
results were obtained. 


The same cork was then in- 
serted in turn in flasks con- 
taining four different germi- 
cides. Paracolon bacilli were 
recovered in all instances. The 
cork was sectioned, stained, 
and examined microscopically. 
Large necrotic areas of dark 
debris were found. In_ these 
areas, which seemed to repre- 
sent the blackened fissures com- 
mon in many corks, large 
masses of gram-negative bacilli 
were seen lying free at the 
edge of the section. 


The conclusion is that this 
type of flask closure is obvi- 
ously a bacteriological hazard. 
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SUS “apply a bacterial barrier 


against resistant Staph. 


AEROPLAST?® surgical dressing 


shuts out Staphylococcus aureus—and all other contami- 
nants—with the speed of a spray . . . with the strength 
of plastic. The sprayed-on Aeroplast film forms a trans- 
parent occlusive barrier which provides “a window on 
the wound” permitting visual inspection at any time... 
yet protects the incision against contamination and 
irritation from exudates, urine and feces. Aeroplast’s 
yellow tint helps to define the area dressed . . . aids in 
controlling application. 


Literature is available on request. 


New 16 mm. color-sound film: 
“The Use of Aeroplast Dressing 
in Surgical Wounds,” is available 
for showings on request. 


Ra is not required. 


4 CORPORATION, 420 Dellrose Avenue, Dayton 3, Ohio 


®Aeroplast — U S. Pat. No 2,804,073 


APRIL, 1959 133 


0 
‘ 
IEN 
~ SUrgery... 
i 4: > 
1 
| 
? 
12 oz. 3 oz. 6 oz. 


ANOTHER MASSILLON FIRSTS 


the ultimate in disposable latex surgeons’ gloves | I. 


.0026 inch at wrist — double thi 


30% 
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Prolonged research produced EXPEND-TEX, the disposable latex 
surgeons’ glove that is dramatically new and exciting. 

Soft-touch finger tips on new EXPEND-TEX gloves are 30% thinner 
than average latex gloves ... ideal for delicate surgery as well 

as for the general surgeon. 

Get all these advantages: 

e Snug-fit, flat wrists prevent annoying roll-down 


@ White or brown latex A 

@ Envelope of-Bio-Sorb with each pair of 
e Autoclave tape indicates when sterilized littl 
e@ Save labor cost on laundry, sorting, testing, pairing, wrapping > 
Low cost — truly disposable surge 
at P 
Write for literature, free sample Packaged ready for sterilization according to approved ath 
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Nurse Plays Vital Role 


In Efficient C.S.R. Function 


By Carl W. Walter, M.D.* 


e To characterize the nurse’s role 
in the central supply room, we 
must first describe the C.S.R. as 
it relates to the patient, the doc- 
tor, the nurse and the hospital. 
Why have a C.S.R.?, How does it 
operate? What does it do? Who 
does it? When is success achieved? 


Let us examine the function of 
the department and highlight the 
role of the nurse both as part of 
the C.S.R. function and in rela- 
tion to the patient’s needs. 


Central supply rooms be- 
coming an increasingly controver- 


sial subject in hospitals. Many 
hospitals feel that the department 
is a burden rather than a help. 
This feeling stems from the fact 
that too often the idea of a C.S.R. 
is promoted as a “survey service” 
for hospitals. Planning is accom- 
plished by an enthusiastic salesman 
who understands very little about 
the care of the patient. His deter- 
mination of the need for a C.S.R. 
is related to the potential size of 
sale he can make to the hospital. 


Acres of stainless steel and lots 
of fancy equipment located in 
little rooms or cubicles have little 


‘Dr. Walter is associate clinical professor of 
surgery, Harvard Medical School, and a surgeon 
at Peter Bent Brigham Hospital, Boston. This 
article is based on a talk given at the special 
session for central service nurses during the sixth 
National congress, Association of Operating 


—Y Nurses, Houston, Tex., February 9-12, 
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relation to the need of the hos- 
pital, doctor, nurse, or patient. A 
picture of the completed C.S.R. 
in a hospital magazine or in the 
Sunday section of the local paper 
looks like efficiency itself. 

Then the hospital puts the room 
into use and nothing happens. 
Improvisation begins. Shelves are 
removed. Rearrangement is a 
daily chore. Expensive equipment 
disappears under drapes. Bicycles 
are stored in a corner of the room. 
Finally, after a year of disillusion- 
ment, the hard core of what the 
C.S.R. contributes to patient care 


(L. to r.): Mrs. D. Tressider, 
ORS, Highland Hospital, 
Shreveport, La., Dr. Walter, 
Minnie Armstrong, central 
service supervisor, Hermann 
Hospital, Houston, Tex., and 
Clovis K. Todd, assistant ORS, 
Kennedy VA Medical Teach- 
ing Group, Memphis, Tenn., 
discuss the nurse and central 


supply. 


in that particular hospital can be 
defined. 


A creative C.S.R. is planned dif- 
ferently. First, the management 
of the hospital calls on the medi- 
cal staff to define the need and 
potential advantages of a C.S.R. 
in that particular hospital. 


The greatest advantage is the 
standardization of equipment for 
doctors, nurses, and ancillary serv- 
ices throughout the hospital. This 
is dificult to achieve even in a 
tightly-organized hospital, but al- 
most impossible to attain in the 
voluntary association of individu- 
als that characterizes many hospi- 
tals. 


Another big advantage is the 
opportunity to exploit skilled help 


Central 


for getting out supplies. In the 
course of a year or two, these peo- 
ple acquire experience, and a team 
results that can put up supplies, 
make solutions, and care for in- 
struments superbly well, efficiently, 
and economically. 

The doctor knows that any pack- 
age he opens will be pretty much 
the same as the last; the sigmoido- 
scope will always work; the knife 
will always be sharp; the connector 
in the oxygen equipment will al- 
ways be in the kit, and the dozens 
of frustrations related to inefficient 
supplies will disappear. 

Standardization of technics and 
generally improved methods of 
patient care throughout the hos- 
pital can be realized from good 
C.S.R. function. Technics become 
increasingly important as admin- 
istration becomes more concerned 
with new occupational hazards of 
hospital employment. The hazard 
of working with infectious diseases 
such as polio or tuberculosis has 
always been recognized, but the 
daily worker’s occupational hazard 
has escaped notice. 

Homologous serum jaundice 
among workers who pricked their 
fingers on broken syringes or soiled 
needles focused attention on the 
need for protection of such work- 
ers. The development of nitrogen- 
mustard therapy brought with it 
the problem of blisters in person- 
nel processing the used equipment. 
Antibiotic sensitivity and derma- 
titis in many nurses and supply 
room workers emphasized the haz- 


ards of handling contaminated 
material. 
recently, staphylococcal 


sepsis has been causing disability 

among hospital employees to the 

extent that it is now recognized 
(Continued on next page) 
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HAEMO-SOL 


lift your cleaning burden 


Beeause HAEMO-SOL com- 
pletely removes soil of all types 
from instruments, glassware, rub- 
ber and plastic . . . gets into 
those hard-to-reach places. 


Because HAEMO-SOL rinses 
completely . . . leaves nothing 
behind but a sparkling, chemi- 
cally clean, surface. 


Because HAEMO-SOL’s thor- 
ough action is powerful but 
gentle . . . does the job right, 
but is so kind to your hands! 


Because HAEMOSSOL is eco- 
nomical . . . the 1 oz. per gal. 
solution recommended for heavy 
soil can be diluted to one half 
or one third that strength . . . 
reusable seven days or more! 


Put the weight of your cleansing 
problems on HAEMO-SOL. 
Write today for samples and lit- 
erature. 

Be sure to specify regular 
HAEMO-SOL OR HAEMO-SOL 
“N.S.” for use in pressure 
washers. 


Haemo-Sol is packed in hospital 
blue and white, all-metal 5-lb. 
containers. Cost? 12 cans only 
$5.40 each, 6 cans—$6.08 each, 
1 — 5 cans—$6.75 each. 


Meinecke & COMPANY, INC. ‘QU 


Over 65 years of continuous 
service to the hospitals of America 


211 Varick St. @ New York 14 


Branches in Los Angeles, Dallas, 
Chicago and Columbia, S. C. 


C.S.R. continued 


by the workmen’s compensation 
laws in parts of Canada, and per- 
sonnel who have acquired these 
infections at work and who are 
forced to leave their jobs are com- 
pensated. The growing cognizance 
of the hazards of hospital employ- 
ment is another reason for installa- 
tion of a C.S.R. where good tech- 
nics can be evolved to protect 
workers as well as patients. 


The C.S.R. permits the use of 
time and labor-saving equipment. 
In a good supply room, one large 
sterilizer will be installed to pro- 
cess a dozen or more loads a day. 
This is a big saving in purchase 
and maintenance costs for hospi- 
tals, and decidedly more efficient 
than the custom of installing steri- 
lizers behind every door in every 
utility room throughout the nurs- 
ing units. 

Automatic processing equipment 
can be purchased for C.S.R. use 
which will save time and _ stand- 
ardize technics. This kind of 
equipment is impractical if the 
work of sterilization is scattered 
throughout a_ hospital. 


Central supply room activities 
should be studied from an indus- 
trial engineering point of view. It 
is often surprising to learn that 
the least expensive employee is 
the dollar. Industry discovered this 
many years ago. It costs only 10 
cents a day to hire $100 to work 
for a year, and this $100 capital 
investment replenishes itself dur- 
ing the three-year expected life of 
processing equipment. 


Strangely, though, this concept 
is not understood by most hospital 
managers and planners who try 
to keep capital expenses low. In 
industry, it is not unusual to spend 
between $35,000 and $40,000 on 
capital equipment per worker to 
make him productive. It usually 
takes about $4,000 to $5,000 capi- 
tal investment to make a $1.50 
an hour worker economically ef- 
fective in tasks comparable to 
those found in the central supply 
room. 


A C.S.R. makes it possible to 
control the quality and inventory 
of supplies and equipment in a 
hospital. With centralized respon- 
sibility, costs can be determined. 


Methods can be studied and work 
programs developed. It is impos. 
sible for the night nurse or relief 
nurse to incorporate efficiency in 
her work as she tries to fill idle 
moments by making supplies. 


Central supply rooms in inost 
hospitals fail largely because they 
are grafted onto an existing hos. 
pital organization such as nursing 
service. Central supply room oper- 
ation is an administrative function 
of the hospital and should be the 
responsibility of an almost unique 
individual who has knowledge of 
business methods as well as nurs- 
ing. It has little to do directly 
with nursing. 


It is a very expensive depart- 
ment and should be under the 
supervision of an individual who 
understands patient problems and 
technics, nurses, doctors, adminis- 
trative problems, and_ personnel 
problems. The individual requires 
education in nursing, administra- 
tive insight and respect for admin- 
istration’s methods, and a knowl- 
edge of people and things. This 
characterizes the background of 
the nurse’s contribution to the 
central supply department. 


A good C.S.R. supervisor must 
also have the personality to pro- 
vide the leadership necessary to 
organize a functioning team that 
will extend to the bedside and 
help care for the patient with su- 
perbly planned and arranged 
equipment and supplies. This is 
the prime role of the C.S.R. su- 
pervisor and the “why” of her 
being a nurse, 


The C.S.R. concept must be ac- 
cepted as an administrative respon- 
sibility and challenge. Professional 
supervision is essential to coordi- 
nate needs of the professional staff 
and the operation of the depart- 
ment. 


The key to coordination is a 
current practice committee or a 
technic committee, established by 
the staff of the hospital to study 
the clinical needs and formulate 
and describe recommendations for 
technics and supplies. This com- 
mittee should be composed ol 
representatives of medicine, sur- 
gery, obstetrics, laboratories, out: 
patient department, administra- 
tion, nursing service, etc., so that 
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any clinical problem can be pre- 
sented, defined, studied and a 
technic established. The technics 
must be written out and published 
so that they are available to everv- 
one working in the hospital. Prac- 
tical methods for accomplishing 
these technics must be elaborated 
to guide the C.S.R. Purchasing 
specifications must be written so 
that the purchasing agent buys ex- 
actly what is needed, and the ab- 
surd situation of the doctor want- 
ing one kind of instrument and 
getting another is avoided. 


The C.S.R. supervisor, under 
the technics committee, must ar- 
range periodic teaching programs 
to familiarize hospital personnel 
with supplies that are available 
and to teach their use, making it 
inexcusable for anyone to claim 
ignorance of a new practice. 


After the current practice com- 
mittee has functioned for a while 
and personalities have meshed to- 
gether and identified with the 
main cause of bringing better 
equipment and care into being, 
the committee is able to define 
common practices for staff mem- 
bers. After a problem has been 
studied and its complexities real- 
ized, the doctors on the committee 
are usually ready to settle on a 
fixed technic, and it is no longer 
necessary to provide five different 
trays for catheterizing the female 
bladder, for example, or 16 sepa- 
rate ways of providing suction. 


These problems are thrashed out 
at the committee level; answers are 
based on the modern concepts of 
therapeutic needs of patients, and 
everybody learns to go along with 
the decision of the majority. The 
work of the supply room is made 
easier, and the resulting standardi- 
zation benefits doctor and patient. 


An understanding must be built 
into the committee that anyone 
in the hospital has a right to pre- 
sent a problem, discuss improve- 
ment, and request change. This 
provides a built-in guarantee that 
standardization will not be rigid 
and technics will be modernized 
continually. 


A steady stream of young people 
in and out of the C.S.R. and the 
current practice committee will 
keep attitudes progressive. As peo- 
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ple first get into hospital activity, 
they are more receptive to change 
and more interested in the hospi- 
tal’s general program, whereas an 
oldster gets busy with patients, has 
fixed ideas, and feels that what 
was good “years ago” should be 
good this year. 


The surgeon who works as a 
chief of staff on elective procedures 
beginning at 9:30 every morning 
is no man to decide how many 
supplies are needed in the emer- 
gency room, because he is always 
elsewhere on Saturday night, and 
seldom sees emergency cases. The 
young people who are actively 


prowling through the hospital on 
off hours are the ones who: know 
such problems best. 


The current practice committee 
may be impotent if it is not built 
into the over-all organization of 
the hospital and given proper 
authority. To work well, the com- 
mittee should organize bulletins 
describing procedures and submit 
these to the hospital’s executive 
committee for discussion and ap- 
proval. The bulletins should be 
made part of the minutes of the 
executive committee meeting. In 
this way, each technic gains in 

(Continued on next page) 


POUR-O-VAC CONTAINERS are 
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Eliminate the hazards of 
obsolete water sterilizers! 
Convert now to 

the proved safety of 


POUR-O-VAC 


FLUIDS FLASKING SYSTEM 


ing from 350 mi to 3000 mi. 


" COMPLETE LINE OF WATER 
STILLS, storage tanks and ac- 
cessories carried in stock. 


SOLUTIONS WARMING CABI- 
NETS, steam or electric heat- 
ed, available in 5 to 40 
gallon capacities. 


With the POUR-O-VAC technique, distilled 
water, normal saline solutions and other 
such surgical irrigating solutions are auto- 
claved in rugged PYREX containers 
equipped with a unique vacuum closure. 


The POUR-O-VAC closure is self-venting 
and self-sealing. It hermetically seals at the 
close of the sterilization cycle. The closure 
consists of a high grade parenteral rubber 
collar and rugged nylon cap. 


POUR-O-VAC flasks are specifically de- 
signed for easy handling and cleaning. All 
POUR-O-VAC components are reusable. 


NEW 4-PAGE BROCHURE gives complete 
details about the POUR-O-VAC system... 
the accepted flasking technique the world 
over. Write for your copy today. 


THE MACBICK COMPANY 
Formerly Macalaster Bicknell 


Parenteral Corporation 
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C.S.R. continued 


stature and becomes an authorita- 
tive document which can be en- 
forced throughout the institution. 


This general approach has 
worked well and solves the problem 
of the cantankerous physician who 
persists in the technics of his in- 
ternship of 40 years past. He can 
only bow to the decision of the 
majority when confronted with a 
technic backed by recognized au- 
thority. 


A current practice committee 
such as the one I have described 
becomes the forum for expression 
of opinions on patient care. Be- 
cause it talks about “technics” and 
not “patients,” animosity is avert- 
ed. Freedom of expression and 
interest are encouraged, and _be- 
cause the group is charged with 
what might be called the flavor or 
character of hospital service, it 
listens to new ideas more readily 
than if progress depended upon 
the diffusion of information into 
an aging staff, fixed in its ways, 
with no real stimulus for re-evalu- 
ating familiar technics or getting 
together new and more advanta- 
geous ones. 


Economy for the patient can be 
realized when a committee thinks 
creatively. One kind of committee 
may thrash about for many months 
to perfect a technic which will 
take the syringe and needle to the 
bedside and have the doctor dis- 
assemble the used unit, putting 
the needle in one pan of solution 
and the syringe in another. This 


View of floor cart developed 
at the U. S. Public Health 
Service Hospital, New Orleans. 


committee successfully evolves a 
technic wherein no one handles 
the used equipment until it has 
been washed by machine and ter- 
minally sterilized in heat. 


But another more creative com- 
mittee may think beyond an ob- 
vious solution such as this and 
discover a brand of disposable 
syringe so well-designed that one 
syringe can be assigned to a_pa- 
tient for eight or 10 uses a day. 
The expense of disposable syringes 
is thus cut from 15c per injection 
to 2c an injection. 

A technic committee with this 
kind of vision might get together 
with a manufacturer and_ bring 
out a syringe so cleverly designed 
that bacteriological contamination 
is unlikely, even though the syringe 
is used many times. It may be a 
syringe which can be safely stored 
in the patient’s bedside table with- 
out danger of contamination, and 
which doesn’t stick or leak. 

A technic is improved, an occu- 
pational hazard is eliminated, and 
the cost of injection is cut. This 
is the kind of committee that 
brings improved technic and econ- 
omy to patients everywhere. 

The latter committee works well 
because it has a broad idea of what 
it is trying to accomplish, and 
knows enough to solicit professional 
cooperation within the hospital 
and industrial cooperation from 
outside the hospital, particularly 
from designers and engineers who 
can solve problems that have been 
defined by a professional group. 


If I were a nurse considering 


employment as a C.S.R. supervisor, 
I would try very hard to find out 
how well the current practice (om. 
mittee in the hospital worked. If 
one didn’t exist, I would explore 
the possibilities of organizing one, 
and determine who would work 
on it. The most stimulating part 
of C.S.R. work lies in the nurse’s 
role in influencing patient care 
through such committee action. 


Some liaison must exist between 
the committee that establishes the 
rules of the game and the living 
hospital organization that sees that 
they are adequate and obeyed. 
This is the role of the C.S.R. su- 
pervisor. She must have the un- 
derstanding and breadth of con- 
tact to do the job. 


It takes a mature individual of 
many talents and attributes not 
common to the average nurse to 
accomplish this. She must be liai- 
son ofhcer between her department 
and the critical situation as it 
occurs. This is difficult, because 
when the patient is bleeding or 
has cardiac arrest or requires resus- 
citation, it is always the patient's 
problem that is paramount. 


No matter what the problems in 
her department, the — supervisor 
must subordinate all her frustra- 
tions and give service promptly, 
and later find out why routines 
failed. This is a human character- 
istic dificult to find. As we mature, 
we tend to be fixed in our ways 
and defensive rather than forward- 
looking with an aggressive attitude 
toward “service first’ and “let's 
discuss failures later.” 


Here again, an ingenious, alert 
nurse can often bring order out 
of chaos in an unpredicted patient 
situation. I say unpredicted, be- 
cause no matter how well we plan 
for patients, every new admission 
is a new and potentially unique 
problem. 


Another facet of central supply 
room function is concerned with 
the major hospital expense created 
by theft—“toting,” if you like. 
Many hospitals with big deficits 
would be very surprised to learn 
how the deficit disappears once 
thievery is controlled. Every once 
in a while, the police in a commu- 
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nity raid a drug ring’s headquar- 
ters and find thousands of dollars 
worth of drugs and syringes which 
have been stolen from the local 
hospital. 


The immensity of this problem 
is seldom appreciated. An efficient 
C.S.R. can define and attract ad- 
ministrative attention to the prob- 
lem within the hospital. The nurse 
in the supply room must be able 
to enforce a security program that 
prevents thievery and loss of sup- 
plies and yet, paradoxically, she 
must also make supplies available 
everywhere throughout the hospital 
at a Moment’s notice. 


This is hard to accomplish, and 
success depends on knowing the 
habits of the nurse, the doctor, 
and the orderly. A good C.S.R. 
supervisor can save the hospital 
many times her salary by prevent- 
ing this type of dissipation of hos- 
pital assets. 


The “how” of C.S.R. operation 
is important because it concerns 
the institution as well as the ac- 
tivities of the supply room itself. 
A work-simplification program 
should be part of the department’s 
function, under the direction of 
a supervisor who knows enough 
about work-simplification technics 
to put them to work in the best 
interest of the patient. In many 
hospitals, the whole work-simplifi- 
cation program stems from and is 
based in the central supply room. 


Another problem in the “how” 
category is distribution of supplies. 
The dumb-waiter is popular in 
many hospitals, but I think the 
genius of its inventor was at its 
height when he named it. I do 
not believe that dumb-waiters con- 
tribute much to central supply 
room function except to accommo- 
date the laggard and the person 
who doesn’t plan his work well and 
who does everything on the basis 
of crisis. 


realistic distribution system 
maintains the C.S.R. inventory at 
the point of use on a supply truck. 
This truck can be five feet long 
by two feet wide by five feet high, 
with a number of shelves for sup- 
plies and a couple of bins at the 
bottom to catch odds and ends of 
used equipment (see p. 138). 
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Supply room function should 
envision delivering freshly stocked 
trucks each morning to the nurs- 
ing stations. The trucks are a kind 
of extension of the supply room. 
Throughout the day, used equip- 
ment is put back in the bins. Next 
morning, a replenished truck is 
exchanged for the depleted one. 
On a busy ward this exchange may 
be made twice a day. 


When the truck is returned to 
the supply room, it is very easy 
to take an inventory to determine 


what has been used. This gives 
management control of supplies 
because it provides a daily check 
on all equipment that has been 
returned, stolen, or lost in a given 
area. Discrepancies in count give 
an idea of what is borrowed, and 
gradually enough knowledge accu- 
mulates to distinguish the responsi- 
ble from the irresponsible ward. 
The needs of individual wards can 
be predicted, and inventory can be 
adjusted so that the situation is a 
realistic one. 
(Continued on next page) 
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—the most efficient way 
to process surgeons’ gloves 


wrap for use. 


ing sterlization. 


pockets. 


We're all happier in Central 
Supply now that we're using 


WECK GLOVE WRAPS 
WECKINK STERILIZING BAGS* 


Gloves remain in proper position during 
sterilization, transportation and opening 


Tabs on Weck Glove Wrap eliminate need 
for sponges, etc., to keep gloves open dur- 


Gloves are clearly visible when Weck 
Glove Wrap is opened, are not hidden in 


WECK 


Gloves are in correct position for surgeon 
to be gloved easily—less chance of gloves 
being dropped and thereby contaminated. 
Weck Glove Wrap can be easily removed 
from outer bag without the danger of con- 
tamination. 


Glove powder fits into fold with gloves, 
as shown above, and is sterilized with the 
gloves — easily available. 

Weck Glove Wraps are re-usable and are 
marked, “Return to C.S.R.” 

Weck Glove Wraps may be used with 
either Weckink Sterilizing Bags or outer 
muslin wraps. 

SEND FOR FREE SAMPLES 
For complete information on the revolution- 
ary WECK method of handling and process- 
ing syringes, needles, catheters, instruments, 


etc., for Central Supply, write for Specialty 
Folder No. 7. 


*printing turas GREEN when autoclaved 


69 years of knowing how ae abe 


EDWARD WECK & COMPANY. 


OF STERLING PRECISION 


135 Johnson Street + Brookiyn 1, N.Y. 


Manufacturers of Fine Surgical Instruments and Hospital Specialties + Instrument Repairing 
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C.S.R. continued 


The inventory on the truck 
should be tailored to fit the needs 
of the individual patient or lab- 
oratory area that it serves. Usually, 
trucks for the operating rooms, 
the nursery, delivery room, and 
emergency rooms can be replen- 
ished with a standard inventory 
developed by experience. At the 
end of the day, there should be 
little finished inventory on the 
shelves in the C.S.R. Storage facili- 
ties should be for materials and 
work in progress. 


When supplies are stored at the 
point of use, there are several in- 
direct advantages, not immediately 
appreciated. 


(1) The hoarding instinct of 
nurses is discouraged. When sup- 
ply-room service is inadequate and 
nurses are caught short of supplies, 
they hide supplies in linen closets 
and drawers. These supplies be- 
come useless and shopworn, and 
quite often disappear as a transient 
worker discovers the hoard and 
carries it off. 


STs... 


If you want to save up to § ( % 
of suture cost . . . and be stire 
of quality, use Gudebrod non- 
absorbable sutures. Buy 
Gudebrod and sterilize what 
you need as you need it, with 
lower first cost and less waste: 
Eighty-nine years of manu- 
facturing sutures is your as- 
surance of Gudebrod quality. 
Write for the Gudebrod story, 
‘How You Can Save up to 
50% of Your Suture Costs.”’ 


Gudebrod 


BROS. SILK CO.. INC. 


Surgical Division: 
225 West 34th St., New York 1, N. Y. 


Executive Offices: 
12 South 12th St., Philadelphia 7, Pa. 


CHICAGO BOSTON LOS ANGELES 


(2) Truck distribution also 
eliminates the emergency that oc- 


curs at 2 a.m., particularly on 
Sundays. The telephoning, the 
running, the hunting, incidental to 
finding something in the supply 
room or someone to find that some- 
thing, take so much time that 
when the item is located, the need 
is past. 


The activity and the success of 
the C.S.R. are seldom measured in 
the proper focus. Success during 
standard working hours is not an 
impressive index. Success should 
be measured in the wee small hours 
or at the end of a long holiday 
weekend. This is when one can 
truly evaluate the success of plan- 
ning. That extra cartul of accident 
victims in the emergency room at 
the end of the holiday weekend 
can raise chaos in many hospitals, 
or can be handled with efficiency 
and ease, depending on the suc- 
cess of the supply room’s planning. 

Few trustees or administrators 
recognize that they do not adminis- 
trate one hospital; there are four 
or five hospitals in every structure. 
They think chiefly of the one that 
works from 8 in the morning to 3 
in the afternoon. This is the hos- 
pital with two, three, or four peo- 
ple to care for every patient. 
Things work smoothly, and few 
problems are present. 


The second hospital works be- 
tween 3 in the afternoon and 11 
in the evening. This is the anxious 
hospital in which there are just 
enough people to do the routine 
jobs, but any extra burden causes 
trouble. 


The third hospital works from 
1] in the evening to 8 in the morn- 
ing, and here things are really 
skimpy. There are just enough 
people to barely care for the pa- 
tients, and these people are sleepy. 
This is the time when things can 
really get frantic—when there is 
one employee for as many as 15 
or 20 patients. This is the hospital 
the C.S.R. can help most, because 
that one person has no time to 
hunt supplies. 


The number four hospital is 
becoming increasingly popular in 
this country. This is the Saturday, 
Sunday, and holiday institution 
that behaves as though illness were 
planned. The rate of personnel to 


patients may be 1 to 30. Because 
holidays have a way of coming 
with weekends, supplies get very 
low. Operation crisis takes over, — 


From my point of view, the suc- 
cess of the central supply room js 
measured at a moment late at night 
or after a holiday weekend, when 
the only person on a nursing unit 
can go to the truck and find exactly 
what she needs. A vague measure- 
ment, perhaps, but one that is per- 
fectly possible if the nurse in charge 
of C.S.R. has recorded inventory 
for many weeks and accumulated 
a record of what is needed to keep 
this nurse working efficiently. 


An operation seldom considered 
in C.S.R. operation is how to pick 
up charges. Most supply rooms 
flounder in a mess of red tape and 
paper requisitions, because hospi- 
tals have not thought clearly about 
what it costs to keep operating. 
The C.S.R. can help the hospital 
improve cost-accounting systems. 


Most industries use a_ travel- 
ticket system. The costs of ma- 
terial and labor are recorded on 
processing tickets that accompany 
the blueprint and the route sheets 
as raw materials are converted to 
finished products. The materials, 
the parts, the machine time, and 
the labor are recorded as the work 
is done, and detailed cost experi- 
ence accumulates. 


This kind of travel ticket exists 
in every hospital. The blueprint 
for the care of the patient is the 
doctor’s order sheet. In a well-run 
hospital, nothing is done for a pa- 
tient without a written order. If 
this sheet were reorganized just a 
little, nursing service records, requi- 
sitions for laboratory work, charges 
for the business office, and requi- 
sitions for the supply room could 
all be obtained in one operation. 


With such a system, a detailed 
breakdown of hospitalization costs 
could be given any patient making 
the request—a virtual impossi- 
bility in most hospitals today. 


The multiparous system of book- 
keeping, for example, provides 
collated forms that can be in- 
dexed over a master sheet — the 
doctor’s order sheet. Writing the 
order simultaneously yields copies 

(Continued on page 142) 
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PICS 


THE TRANQUILIZER UNIQUELY SUITED FOR HOSPITALS 


in severe 
disturbances 


ATARAX tablets (100 mg.) are 
especially valuable in severe psy- 
choneuroses. 

Suggested dosage: one (100 mg.) 
tablet t.i.d. 


well tolerated 


ATARAX has the marked advantage 
of fewer side effects. Even on ex- 
tended therapy, ATARAX has never 
produced any abnormalities of the 
liver, blood, or brain.’ 


Supplied: TABLETS, tiny 10 mg., 25 
mg. and 100 mg., bottles of 100. 
Good-tasting Syrup, pint bottles. 
PARENTERAL SOLUTION, 10 cc. mul- 
tiple-dose vials. 

References: 1. Menger, H. C.: New York J. 
Med. 58:1684 (May 15) 1958. 2. Robinson, 


H. M., Jr., et al.: J.A.M.A. 161:604 (June 
16) 1956. 
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in emotional 
emergencies 


ATARAX Parenteral produces rapid 
onset of action in acutely disturbed 
or hysterical patients, or in those 
with the withdrawal syndrome of 
alcoholism. Also useful in prepar- 
tum anxiety, preoperative fear, 
postoperative vomiting. 


Recommended dosage: 25-50 mg. 
(1-2 ce.) intramuscularly, 3 or 4 
times daily, at 4-hour intervals. 
(Dosage for children under 12 not 
yet established.) 


ATARAX 


New York 17, N. Y. 


in less severe _ 
emotional states 


ATARAX tablets or syrup -— relieves 
anxiety preceding or following 
surgery, trauma, long-term hospi- 
talization. 


Adult dosage: one 25 mg. tablet or 
one tbsp. syrup q.i.d. For children: 
3-6 vears, one 10 mg. tablet or one 
tsp. syrup t.id.; over 6 years, two 
10 mg. tablets or two tsp. syrup t.i.d. 


Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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(Continued from page 140) 


that function to initiate the order, 
requisition supplies, and indicate 
a charge. 


The next thing to investigate 
in the C.S.R. is “what” to do. Some 
supply rooms are gigantic store- 
rooms dispensing disposable sup- 
plies. Other supply rooms are de- 
partments for manufacturing solu- 
tions, supplies, and kits. 


In some rooms, the number of 
items processed is limited to those 
intended for specific patient ther- 
apy. In others, supplies are merely 
provided for the operating room, 
delivery room, outpatient and 
emergency wards. 

What is done in the C.S.R. de- 
pends largely upon the size of the 
hospital and its ability to deter- 
mine when it is economically wise 
to make supplies and when they 
should be purchased. It also has 
to do somewhat with the kind of 
hospital. The hospital caring for 
the problems of tomorrow's medi- 
cine, for example, will be making 


solutions that available 


commercially. 


are not 


The extent of C.S.R. service de- 
pends upon the basic purpose of 
the hospital and the vigor of the 
current practice committee. 


Hospitals all have the problem 
of food service, and I do not be- 
lieve any hospital would think 
seriously of putting food service 
in the C.S.R. Yet, in many hospi- 
tals, infant formula is made in 
the supply room, and this function 
goes on conveniently and efficiently 
because there is a nurse in charge 
who understands the over-all phi- 
losophy of asepsis and the need 
for it in this particular operation. 

Housekeeping service in most 
hospitals is largely a matter of 
clean floors, beds, walls, and fur- 
niture. Occasionally a communica- 
ble disease necessitates terminal 
disinfection of the facilities, fur- 
niture, and bedding. Increasingly 
high occupancy rates make it es- 
sential to provide clean furniture, 
bedding, and equipment instantly. 

To save some of the time it 
takes the housekeeping department 


Diamond Edges keep 


scissors sharp for years! 


New OCHSNER Diamond edge scissors 
have tungsten-carbide edges. (hardest 
metal known to man) laminated to tough 


Swedish surgical steel. 


Razor edge sharpness is maintained ”» 
to 100 times longer than penne. 


Easy to recognize, ring hand- »! | ! 


surgical-type scissors 


les are gold plated for quick 
and easy identification. 


Available in the following sizes: 


METZENBAUM 


Dissecting scissors 
General dissecting 
Dissecting scissors 
Dissecting scissors 
Dissecting scissors 
Dissecting scissors 
GENERAL 


Snowden-Pencer Corporation 


Light dissecting scissors 
Light dissecting scissors 


scissors 


Dissecting scissors-Mayo points 9” 
Dissecting scissors-Mayo points 9” 


534” curved 

straight 
7” curved 
9” curved 
514” straight 
514” curved 
634” straight 
634” curved 
curved 
straight 


P. O. Box 186, Los Gatos, Calif. 


to do all this on the nursing unit, 
many hospitals assign some «spects 
of terminal cleaning to the central 
supply department. The (©.S.R, 
may sterilize mattresses, pillows, 
and blankets for the whole hos 
pital. Furniture may be brought 
to the department on a truck for 
steam cleaning, and a clean truck. 
ful returned so that the room js 
ready for use almost immediately, 


Supply rooms and _ the things 
they do vary enormously, depend. 
ing on how convinced the current 
practice committee or administra. 
tor is of the efhcient way of getting 
jobs accomplished. 


The last consideration in this 
discussion of central supply room 
planning is usually the first — 
“where” to locate the supply room, 
Any well-organized supply room, 
particularly one clinically oriented 
through a nurse supervisor and 
well integrated with hospital sery- 
ice, will grow. The growth be 
comes rather phenomenal as the 
scope of what the supply room can 
do for the doctor, nurse, and _pa- 
tient is appreciated. 


The biggest consideration in lo- 
cation should expansibility. 
The second should be distribu- 
tion. If trucks are used, the loca- 
tion is secondary as long as there 
is a good corridor for access to 
the patient-care areas. Dependence 
on dumb-waiters for distribution 
obviously limits the location of 
the supply room to the area of 
the shaft and, because the shaft is 
centrally located, expans ibility 
must be. sacrificed. 


Central supply rooms need not 
be located in high traffic areas. Ac 
cess can be limited because the 
C.S.R. need seldom be visited. 
Activity flows outward, and_ the 
supplies are dispensed in patient 
care areas. The fewer people com 
ing to a supply room, the better 
it functions. 


Another consideration is storage 
of raw materials. These are ust 
ally in cartons not suitable for 
storage in working areas, and. stor: 
age must be in a cool, dry, vermil- 
free place. 

In many hospitals, the central 
supply room is charged with the 


care of critical equipment, such 
(Continued on page 147) 
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to save a life or a limb 
in vascular emergencies 


unit, 


spects 

ntral 

‘SR an arterial graft of 
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Os- 
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voll where you need if 

truck- 

HC 

ee when you need i 

pend- 

oe Hospitals everywhere are aware of the urgent need for a 

ustra- ; prosthesis in time of emergency . . . the hurried call, the hasty 

etting 3 search for the right source, the rushed delivery. Often the 
exact needs cannot be anticipated, then become critically 
apparent during surgery. 

| this Bard-U.S.C.I. Graft Kits enable the hospital to meet these 

room vascular emergencies with immediate replacement of a dam- 

; aged artery. A compact cabinet keeps an assortment of arterial 

st grafts right in your hospital, where you need it; instantly 

room. accessible when you need it. 

room, Use of the kit eliminates costly delays in locating and procur- 

ented ing the right size graft. Inventory control is simplified . . . 
when one graft is used, the empty compartment signals an 

and immediate re-order of that size. Prompt replacement keeps the 


serv- i : a kit always ready for emergency requisitions. The grafts may 
h be be stored indefinitely without deteriorating. 


Each graft is made of purified white Tefion® fiber, a plastic 


s the : with properties unapproached by any other fiber, natural or 

n can i ce irae. synthetic. Seamless woven structure is permeable, but with 

d very low porosity. Uniform crimping provides strength and 

cates fe longitudinal elasticity without kinking. The grafts are easily 
sutured; sealing is not required. Each graft is 20” long. 

in lo- For detailed information and reference material on these and other 

bilit Prostheses of Teflon", Write C. R. Bard for illustrated brochure T-586. 

tribu- Stock Kit contains one each of the following Woven Teflon Grafts; 
Va", Ke", Ve", V2", Vo", Va", We", linside diameters): one Bifurcation 
OCa- with 'Ye” aorta lumen; one Bifurcation with aorta lumen. 

there @ asl 8 Emergency Kit contains one each of the following Woven Teflon 

55 tO Grafts; Ya", He”, Ye", V2”, linside diameters). 

dence 

ution 7a a : The graft that may be needed tomorrow can be on hand today . . . 

n o me order a BARD-U.S.C.1 Kit from your Hospital/Surgical Supply Dealer. 

“ C. R. BARD, INC. > SUMMIT, NEW JERSEY 
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ing of Ritter Co. and Wilmot Castle Co., are (from left): John H. 
Castle, Jr., now executive vice-president, Wilmot Castle Co.; F. Ritter Shumway, president, Ritter 
Co., Inc.; Wilmot V. Castle, president, Wilmot Castle Co.; and Adrian Comper, director, Medical- 


Hospital Division, Ritter Co., Inc. 
approval of both companies’ stockholders. 


Two Appointments Made 
By Abbott Laboratories 


Mr. Bubb Mr. Coar 


Elmer Bubb has been appointed 
trafic manager, Abbott Labora- 
tories, and Edson R. Coar has been 
named branch manager, San Fran- 
cisco office. 

Mr. Bubb was formerly traffic 
manager, international export and 
shipping. Both domestic and in- 
ternational traffic are now consoli- 
dated into one traffic department. 


Mr. Coar was previously west- 
ern division sales manager. He 
succeeds Walter C. Dana, who has 
retired. 


Three Scientific Promotions 
Made by Lakeside Labs 


Lakeside Laboratories, Inc., has 
made three promotions in the sci- 
entific division. Harris L. Fried- 
man, Ph.D., has been named 
director, basic research. He was 
formerly director of laboratories. 


John H. Biel, chief, medicinal 
chemistry section, has been named 
director of laboratories, and Harry 
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Castle Co. will become a subsidiary of Ritter Co. upon 


M. Leyland, director, professional 
service, will also be director, clin- 
ical investigation. 


National Cylinder Gas 
Opens Two New Offices 


National Cylinder Gas Division of 
Chemetron Corp., has established 
a new sales office and warehouse 
at 2045 Meeting Street, Charleston 
Heights, S. C. New offices for the 
north central region are now lo- 
cated at 2191 South Green Road, 
Cleveland, O. They were formerly 
at 524 Terminal Tower Building. 


Nuclear-Chicago Corp. 
Appoints Research Head 


Robert J. Magill has been ap- 
pointed by Nuclear-Chicago Corp. 
to head research and development 
of its “Nuclibadge” service. He 
was formerly senior radiological 
safety engineer with the Univer- 
sity of California. 


The company has also con- 
structed a home office and manu- 


facturing plant in Des Plaines, Il], 
The address is 333 E. Howard 
Street. 


Picker X-Ray Names 
Tri-Company President 


John Kingston Dunn _ has _ been 
named president of three com. 
panies, Picker X-Ray of Iowa, 
Picker X-Ray of Nebraska, and 
Picker X-Ray Midwest, Inc. He 
joined the company in 1945. 


E. L. Gray has been named vice. 
president of Picker X-Ray, Rocky 
Mountain, Inc. He was previously 
manager, Denver office. 


Picker X-Ray Corp. has moved 
its New York office to 75 Varick 
Street, from 400 Fourth Avenue, 


NEWS BRIEFS 


Esco Industries — has 
pointed selling 
HOSPAC products. 


* * * 
William L, 
Smith—has been 
appointed sales 
manager, Pro 
fessional Prod- 
ucts Division, 
Davol Rubber 
Co. The new 
division ha 
been formed in 
addition to the 
Drug Products Division. Mr. Smith 
was formerly sales manager of the 
San Francisco territory. 


been ap 
agents for 


Hilger & Watts Ltd. — of England 
has formed an American affiliate, 
Hilger & Watts, Inc., Chicago. The 
new organization will cooperate 
with the firm’s former representa 
tives, the Jarrell-Ash Co. and the 
Engis Equipment Co. 
(Continued on page 146) 


George Carlock (I), 
New Orleans repre 
sentative, and Thomas 
Tierney, hospital sales 
manager, Baver & 
Black, present Mrs. 
Audrey Pattie, RN. 
Beacham Memorial 
Hospital, Magnolia, 
Miss., with a 
clothing certificate 
from Neiman-Marcus 
store in Houston. Mrs. 
Pattie won the door 
prize at fashion show 
sponsored by Baver & 
Black at AORN Con 
gress. 
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| sales A rectal tube, inserted over two inches, a 
may cause tearing of the mucosa or perforation.” 
ision. | For safety and efficacy, insist on 
uber | a FLEET ENEMA Disposable Unit with the 4 
new | two-inch, anatomically correct, pre-lubricated 

has rectal tube.? Each hand-size, squeeze bottle, 

ned in | contains per 100 cc, 16 Gm. socium biphosphate 

po s and 6 Gm. sodium phosphate. Adult Size, 

of he < 44 fi. oz... ; Pediatric Size, 2% fi. oz. 


Also gentle, prompt, thorough . .. PHOSPHO-®SODA 
il be (Fleet), saline laxative of choice . . . 48 Gm. sodium 

fiate | biphosphate, 18 Gm. sodium phosphate per 100 cc. 
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kW References: 1. Pratt, J. H. and Jack- 

lock (N, man, R. J J., Proc. Staff Meeting, Mayo 

ns repre: Clinic 20 277, 1945. 2. “In ries 
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a For Your Convenience—Leading Hospital and Surgical Supply 
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TRADE TOPICS continued 
Lewis R. Schilling — has purchased 
the Gepson-Steward Corp., and will 
serve as its president and general 
manager. He is founder and former 
president, Kolcast Industries Divi- 
sion, Thompson Products. 

* * 
Milton E. Beamer — has been ap- 
pointed representative lor Pro-Tex- 
Mor Disposable Medical Products, 
Central States Paper and Bag Co. 
He will cover Minnesota, lowa, 
Nebraska, Missouri, Kansas, Okla- 
homa and Arkansas. 


Joseph R. Ma- 
son— has been 
promoted to 
vice - president, 
Sandoz Pharma- 
ceuticals, divi- 
sion of Sandoz, 
Inc. He was pre- 
viously market- 
ing manager. 

* * 


Massillon Rubber Co.—has merged 
with American Hospital Supply 
Corp. and will operate as a manu- 


to 20% with the 


OMEGA HOSPITAL SUPPLY 


facturing subsidiary of American, 
Laboratory and plant operations at 
the Massillon, O., plant wil! con. 
tinue, as will the present officers 
and employees.. 


* * 


Arthur R. Edwards —has been 
named Chicago sales representa. 
tive, Plastic Products Division, 
B. F. Goodrich Industrial Products 
Co. and Thomas G. Vest has been 
named to handle sales development 
work on Koroseal vinyl materials, 
* * 

Frank A. Holt, 
Jr-— has been 
named a_ vice. 
president, 
ton, Dickinson 
and Co. He has 
been secretary 
ol the company 
since 1953 and 
will continue as 
corporate secre- 
tarv in addition 
to being associated with the pur. 
chasing division. 


* * 


Clifford E. Qman — has been ap- 
pointed Tuscola general manager, 
U. S. Industrial Chemicals Co., 
division of National Distillers and 
Chemical Corp. He was previous. 
ly assistant plant manager. Ken- 
neth Fietz has been named man- 
ager of the newly established’ San 
Francisco sales office. He was with 
the New York division. 
* 
W. R. Lammer- 
sen — has been 
appointed West 
Coast represent- 
ative, Aseptic 
Thermo Indica- 
tor Co. and Ster- 
ilometer La bo- 
vatories, Inc. He 
was previously 
the Hospital Supply Co. of New 
York. 
* 
Thomas E. Watson — has been 
named manager, market planning, 
Bristol Laboratories, Inc. He was 
formerly with Smith-Dorsey. 
* * * 
Richard T. Smith, M.D. — has been 
appointed director, medical serv- 
ices, Merck Sharp & Dohme Re- 
search Laboratories, division of 
Merck & Co., Inc. 
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C.S.R. 
(Continued from page 142) 


as splints, suspension frames, Fos- 
ier beds, respirators, oxygen equip- 
ment, etc., and another type of 
processing and storage space is in- 
volved. 


The respirator in the average 
hospital is used about once in two 
years, but when it is needed, it is 
needed in a hurry. It must be 
dean and in good operating con- 
dition. It will not be if it has 
been stored in the basement with 
janitor and housekeeping supplies, 
or if it has not been run_peri- 
odically. This type of equipment 
must be checked periodically and 
kept in condition for instant serv- 
ice by a person with insight into 
its use. 


Another consideration in plan- 
ning a supply room is “who” is 
going to work in the supply room. 
| have tried to demonstrate the 
talents essential for a supervisor. 
A mature, institution-wise nurse 
with a realistic attitude toward 
personnel makes a good C.S.R. 
supervisor. I do not believe, how- 
ever, that more than one such per- 
sn is needed in the department. 
She should be paid well, and given 
a spot in the organization chart 
of the hospital so that she can do 
her job efficiently and with recog- 
nition. 


As for other personnel in the 
wupply room, there are few require- 
ments for these. People who are 
congenitally neat and clean and 
who have mechanical aptitude 
should be chosen. Many of these 
become interested in their jobs, 
and make lifelong careers of them. 
Visits to many supply rooms have 
convinced me that if superior per- 
sonnel are chosen initially, they 
awe likely to stay for years and 
do good jobs without much difh- 
culty. 


Youngsters who move around a 
lot, who are looking for glamorous 
careers, who are in love every other 
day, are very poor supply room 
workers. Nurses assigned to C.S.R. 
olten are failures because they feel 
the work is beneath their profes- 
‘ional dignity. They are often 
defensive, have no enthusiasm for 
the job, and usually waste their 
time griping rather than working. 


APRIL, 1959 


We have had poor experience 
with volunteers. They are uncon- 
trollable. Their behavior is erratic, 
and there is always a crisis at 
home to prevent their coming to 
work on the days they are needed 
most. 


A hospital serving 200 patients 
or more needs 24-hour coverage 
in the supply room. Even though 
supplies are stored at the point 
of use, there are unanticipated 


emergencies. These bring doctors 
and nurses to rummage through 
the supply room looking for some- 
thing which is more often than 
not already on the ward. This 
can be dangerous. Inventory is 
pawed over and disarranged. Time 
is wasted. Lack of coverage in the 
supply room for emergencies be- 
gins endless disputes, and the de- 
partment inevitably falls into dis- 
repute. 
(Continued on next page) 
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USE BEE-KEM’S TWO NEW PRODUCTS 


KLINIC-KLEEN 


DETERGENT» DISINFECTANT 
DEODORIZER + BACTERIOSTAT 


A Powerful Detergent 
which disinfects as it cleans* 


(in Powder Form) 


A Powerful Disinfectant 
which removes light soil* 


BACTERIOSTAT 


fin Liquid Form) *The extent of soil determines which product to 


| 
| DISINFECTANT + DEODORIZER 
| use in general cleaning-disinfecting procedures. 


| These two new products have been specifically formulated to aid in the main- 

| tenance of environmental asepsis. Powerful in their action against all types of 

| bacteria, KLINIC-KLEEN and D-B-8 are particularly effective against the strains 
of staph aureus, aerobacter aerogenes and other microorganisms which are 
resistant to antibiotics. 


The following applications are recommended 


| 

| 

@ Fioors, STaiRs — Cleaning and disinfecting 

For wet mopping — use KLINIC-KLEEN 
For damp dusting — use D-B-8 


e WALLs, Woopwork, Doors — Cleaning and disinfecting 


Where soil is light — use D-B-8 
Where soil is heavy — use KLINIC-KLEEN 


e FURNITURE, FIXTURES, APPLIANCES, ARTICLES — Cleaning and disinfecting 
Where soil is light — use D-B-8 
Where soil is heavy — use KLINIC-KLEEN 


e BLANKETS, SHEETS, PILLOWCASES, ETC. — Disinfecting 
After cleaning or laundering — use D-B-8 


| Please send — HT4 
BE SAFE — SAVE TIME — SAVE MONEY | TECHNICAL BULLETIN ON: KLINIC-KLEEN 
with Bee-Kem’s anti-cross-infection team. | SAMPLES OF: 
D-B-8 
BEE-KEM PRODUCTS, INC. ‘ 
Professional Products Division Our Supply Dealer is: 
NEW YORK 17, N.Y. 
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HILL-ROM COMPANY, INC. 


Reduce bedfalls! 


by equipping all beds with 


Hill-Rom Safety Sides 


Records show that approximately 65% of all hospital 
accidents occur in the patient’s room or ward—within 10 feet 
of the bed. In one study of 614 cases, 46% of the accidents 
resulted from a fall out of bed. 

Many of these bedfall accidents happen in one of two ways: 
1. When the patient awakens at night, forgets he is in a hospital 
bed, and misjudges the distance to the floor. 2. When a patient 
attempts to get out of bed without help, and has nothing to 
support himself. 

Hill-Rom Safety Sides serve to prevent or minimize both of 
these types of accidents. If the patient tosses and turns in bed, 
Safety Sides will caution him that he is in danger of falling. If 
he continues to roll he will be caught at hip level and will come 
out of bed with feet to the floor. When a patient first tries to get 
out of bed without help he instinctively grasps the Safety Side 
to support himself. 

Hill-Rom Safety Sides will fit any bed—without the need for 
shims or other adjusting device. 


For complete information on Safety Sides, send for Proce- 
dure Manual No. 1, “Safety Sides—A Proven Safety 
Measure,’” by Alice L. Price, R.N., M.A., Nurse Consultant 
-for Hill-Rom and author of several leading textbooks on 
Nursing. 
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e Batesville, Indiana 


C.S.R. continued 


Routine chores requiring 4 
known amount of time can be as. 
signed to a night shift. Syringe. 
washing, glove-washing and drying, 
and the like, can be standardized, 
Loafing and wasting of time can 
be prevented simply by assigning 
a known quantity of these tasks 
to night or holiday workers. Usu- 
ally dispensing supplies for emer. 
gencies does not interfere with 
productivity. 


The final thing to consider jn 
planning a C.S.R. is the floor plan, 
This should involve a very simple 
layout, keeping the functions 
around the nurse supervisor 0 
that she is in touch with every. 
thing. Unsterile processing opera. 
tions should be located togethe 
and sterile finished supplies in an. 
other area. 


Aisles should be wide. Equip. 
ment should be fastened to the 
floor only at the periphery of the 
room. Tables and processing equip. 
ment should be on casters to allow 
movement into working areas as 
needed. Bins and _ storage areas 
should be at a minimum, because 
the supply room is a functioning 
area that changes with the nature 
of the work. 


One concept of a supply room 
features the supervisor’s desk built 
into the center and the functional 
areas lined up around the pe- 
riphery. The supervisor is respon- 
sible for sterilization, and the stor- 
age area is used largely for replen- 
ishing trucks which are taken to 
the wards. All this can be done 
in many ways; this one illustrates 
the ideology of designing a supply 
room about the supervisor. 


A static supply room with every: 
body satisfied with things as they 
are is a sign of a nonfunctioning 
current practice committee. The 
job may appear to be done, but, 
at the rate medicine is progressing, 
the job is never done. Competent 
lay personnel may work at estab- 
lished chores with apparent efficien- 
cy, but the nurse supervisor will 
always be needed to maintain the 
liaison with the medicine of to 
morrow by talking with the doc 
tors and keeping up with progress. 
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PLL. Glove 
pet TWO-FINGER EXAMINATION, INTERCHANGEABLE 


Cause 


oning } MORE SENSIT!VE—Developed by a physician, 
lature this thin, tough polyethylene glove is flexible and 
form-fitting to insure better “touch”... greater comfort. 
Comfortable for patients, too, because the seams are 
room smoothly welded, MORE EC reprocessing 

built cost... requires little storage space... fits either hand. 
‘tional POWDERED WITH 8B Be —Easy to 
slip on or strip off. DISPOSABLE— One-time use minimizes 
espon tisk of cross-infection...eliminates handling soiled gloves. 
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INTRAMUSCULAR IRON-DEXTRAN COMPLEX 


corrects and prevents iron deficiency in blood and marrow 


PEDIATRICS: ‘“imreron has the advantage of safe and easy administra- 
tion; treatment is completed in a few days and is not influenced by 
feeding problems.’ 


OBSTETRICS: “...we have been able to raise hemoglobin levels of 7 or 
8 Gm. to normal figures within a few weeks....’” 


CHRONIC BLOOD LOSS: imreron “...is also to be preferred to blood trans- 
fusions for correcting the effects of chronic blood loss. The risk of trans- 
fusion reactions is avoided, as well as the dangers of contamination 
and sensitization. Besides improving the anemia, iron stores will be 
replenished....’” 


GERIATRICS: A 66-year-old woman with recurrent gastrointestinal bleed- 
ing for over six years [two abdominal explorations, source undiscovered] 
‘.,.has been maintained at a comfortable blood level for over nine 
months on intramuscular iron injection, with greatly reduced transfusion 
requirement.’” 


SUPPLIED: 2-cc. and 5-cc. ampuls; 10-cc. multiple-dose vials. There are 50 mg. of elemental 
iron per cc. 
(1) Wallerstein, R. O., and Hoag, M. S.: J.A.M.A. 164:962 (June 29) 1957. (2) Eastman, N. J.: Current M. Dig. 25:55 (Jan.) 1958. 


(3) Koszewski, B. J., and Walsh, J. R.: Am. J. M. Sc. 235:523 (May) 1958. (4) McCurdy, P. R.; Rath, C. E., and Meerkrebs, G. E.: 
New England J. Med. 257:1147 (Dec. 12) 1957. 
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